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Senate 
The Senate met at 9:45 a.m. and was 

called to order by the President pro 
tempore (Mr. STEVENS). 

PRAYER 

The Chaplain, Dr. Barry C. Black, of-
fered the following prayer: 

Let us pray. 
O God, our Father, the way, the 

truth, and the life, lead us to Your 
truth. Keep us from twisting the truth 
to conceal our mistakes. Keep us from 
evading the truth we do not wish to 
see. Keep us from silencing the truth 
because we are afraid of people. 

Infuse Your Senators today with a 
passion for truth that will save them 
from false words or cowardly silence. 

Teach us all to speak Your truth in 
love. 

We pray in Your holy Name. Amen. 
f 

PLEDGE OF ALLEGIANCE 

The PRESIDENT pro tempore led the 
Pledge of Allegiance, as follows: 

I pledge allegiance to the Flag of the 
United States of America, and to the Repub-
lic for which it stands, one nation under God, 
indivisible, with liberty and justice for all. 

f 

RESERVATION OF LEADER TIME 

The PRESIDENT pro tempore. Under 
the previous order, leadership time is 
reserved. 

f 

RECOGNITION OF THE MAJORITY 
LEADER 

The PRESIDENT pro tempore. The 
majority leader is recognized. 

f 

SCHEDULE 

Mr. FRIST. Mr. President, in just a 
few minutes, at 10 a.m., the Senate will 
proceed to the vote on invoking cloture 
on the motion to proceed to the small 
business health plan bill. Chairman 
ENZI is here, and there will be a few 
minutes for closing remarks before 

that vote. If cloture is invoked, I hope 
we will be able to proceed to the bill 
today and begin debate on the sub-
stance of the legislation. 

Today, the two party policy lunch-
eons will occur between the hours of 
12:30 and 2:15 p.m. Once we determine 
when we will be able to proceed to the 
small business health plan bill, we will 
then set up a recess to accommodate 
those two meetings. 

f 

HEALTH INSURANCE MARKET-
PLACE MODERNIZATION AND AF-
FORDABILITY ACT OF 2006—MO-
TION TO PROCEED 

The PRESIDENT pro tempore. Under 
the previous order, the Senate will re-
sume consideration on the motion to 
proceed on S. 1955. 

The legislative clerk read as follows: 
Motion to proceed to Calendar No. 417, a 

bill (S. 1955) to amend title I of the Employee 
Retirement Income Security Act of 1974 and 
the Public Health Service Act to expand 
health care access and reduce costs through 
the creation of small business health plans 
and through modernization of the health in-
surance marketplace, and for other purposes. 

The PRESIDENT pro tempore. Under 
the previous order, the time until 10 
a.m. shall be equally divided between 
the Senator from Wyoming, Mr. ENZI, 
and the Senator from Massachusetts, 
Mr. KENNEDY, or his designee. 

The Senator from Wyoming is recog-
nized. 

Mr. ENZI. Mr. President, I am here 
this morning to ask this body to sup-
port the motion to proceed to the de-
bate. All we are voting on is whether 
we are going to get to debate, not 
whether we are going to have health 
insurance for small businesses. But if 
this vote does not get 60 votes, we will 
not have the opportunity in this Con-
gress to see whether we can help out 
small businesses across this country. 

The bill before us will provide for 
small businesses to be able to join 
across State lines to negotiate against 
the insurance companies with enough 

power to make a difference. This is 
something which the small businesses 
have been asking for for almost 15 
years. In the last 12 years, it has passed 
the House eight times but has never 
even gotten out of committee in the 
Senate until this year. The reason it 
got out of committee is because we 
have drastically changed the bill. We 
are not talking about the old associa-
tion health plans we had in the past. 
This is one which has had some modi-
fications that have been helped with 
insurance companies and State insur-
ance commissioners. It still keeps the 
power of oversight and consumer pro-
tection in the hands of the State insur-
ance commissioners, but it does allow 
the ability to unify things so that we 
can get across State lines. 

How is it doing? Well, the Wash-
ington Post says it went too far. The 
Wall Street Journal says it didn’t go 
far enough. So maybe we are some-
where right there in the middle. But 
unless we get to debate this issue, we 
will never know until we can get 
through the motion to proceed and pos-
sibly 30 hours of still debating whether 
we are going to debate before we ever 
get to a motion. So I am hoping that 
this morning we can pass this motion 
to proceed. 

I can’t believe that any Senator here 
hasn’t heard from enough small busi-
nessmen that he wouldn’t allow us to 
proceed to the debate. I am hoping that 
following that motion to proceed to de-
bate, we can limit the hours of debat-
ing that particular motion and get on 
with the substance of trying to perfect 
a bill. 

In my 9 years in the Senate, I have 
never seen a perfect bill. I am not say-
ing this is a perfect bill. I am saying it 
is one that has come out of com-
promise, long discussions, and has 
moved away from the point of huge ob-
jection on the Senate side to less objec-
tion on the Senate side. It is a bill that 
can be worked out, can be passed, and 
can have a significant difference for 
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small companies across the United 
States. 

Will it make a difference? There are 
several surveys that say it will make a 
difference. I am saying that from the 
amount of advertising which was done 
before we even had the motion to pro-
ceed, there must be a lot of big bucks 
in savings in this thing to have the 
kind of opposition we have already had 
on it. But we will never know unless we 
get the right to debate. So I am asking 
my colleagues to vote aye on the mo-
tion to proceed so that we can proceed 
to a debate, sometime within the next 
30 hours, hopefully. 

Mr. President, I reserve the remain-
der of my time. 

The PRESIDENT pro tempore. The 
Senator from Massachusetts is recog-
nized. 

Mr. KENNEDY. Mr. President, I ask 
the Chair to let me know when I have 
1 minute remaining. 

Mr. President, this should be a his-
toric week. The Senate has the oppor-
tunity at last to have a debate on the 
basic questions of health care. Senator 
ENZI has put forward a proposal that 
deserves debate and the opportunity 
for amendment, and I commend him for 
his diligence in bringing forward his 
proposal. But after careful study and 
debate, I believe the Senate will con-
clude that the course laid out in this 
proposal is the wrong one for health 
care. 

The legislation will make health care 
coverage less affordable and less acces-
sible for millions of Americans. It will 
raise premiums for Americans when 
they are older or when they fall ill. It 
will mean the end of laws to guarantee 
coverage for cancer, for diabetes, for 
mental health parity, and other essen-
tial services. It will undermine the 
laws that protect consumers from 
fraud and abuse, and it will give no real 
help to the self-employed. 

We have a better approach. The pro-
posal offered by Senators DURBIN and 
LINCOLN will allow small businesses to 
band together to get the same low 
rates offered to larger employers. It 
provides real help for small businesses 
with the high costs of health care 
through tax credits and reinsurance 
programs to defray the cost of the 
most expensive claims. 

When our debate concludes, I believe 
the Senate will agree with the over 200 
organizations that have written letters 
of opposition to this legislation. These 
organizations represent patients with 
diabetes and cancer and mental health 
needs. They represent older Americans, 
workers, health care professionals, 
small businesses, and Americans in all 
walks of life. They represent the over 
15,000 Americans who have called the 
Senate to ask this body to oppose legis-
lation that will take a step backward 
from our commitment to quality 
health care, and they represent the 
millions more who will be harmed if we 
do not reject the legislation before us. 

We have heard from Governors, in-
surance commissioners, and attorneys 

general from Maine to Hawaii and from 
Florida to Alaska, and all of them—all 
of them—have urged the Senate to re-
ject this bill. 

I urge my colleagues to oppose the 
current legislation, but I hope they 
will vote to proceed to consideration of 
this bill. The Senate has been denied 
the chance to take action on major 
health priorities for too long. Next 
week, seniors will be forced to pay a 
steep penalty if they are unable to 
navigate through the tangle of con-
fusing Medicare plans and options. The 
Senate ought to vote on Senator NEL-
SON’s proposal to let seniors make 
their choice without the threat of 
heavy fines if they do not meet this ar-
bitrary deadline. 

The Republican Medicare law also in-
cludes a provision so contrary to com-
monsense that people hardly believe 
you when you tell them it was in-
cluded. The legislation makes it illegal 
for Medicare to bargain for discounts 
on drugs for seniors. We have a pro-
posal to end that shameful prohibition, 
and we should vote on that proposal. 

On Medicaid, we should take action 
to end the cruel cuts imposed on the 
poorest of our fellow citizens by the 
Deficit Reduction Act, which paid for 
tax cuts for the wealthy through 
health cuts for the poor. 

We have been promised and promised 
that the Senate would vote on drug im-
portation, but the vote never comes. 
Senator DORGAN, Senator SNOWE, Sen-
ator MCCAIN, and I have a proposal 
that will allow safe importation of 
lower cost medicines from Canada and 
elsewhere. Surely, Health Week is the 
time for a vote. 

Before the week is out, the Senate 
should see that the promise of stem 
cell research—stem cell research—is no 
longer denied to the millions of pa-
tients and their families who look on 
with anger and bewilderment as the 
bill passed by the House languishes for 
month after month after month in the 
Senate. And we have failed year in and 
year out to fulfill the promise of this 
century of the life sciences by making 
quality care a right for every Amer-
ican. Let us at long last take action to 
extend quality care to every American. 

So I say to my colleagues: Vote for 
cloture on this motion. Vote for a 
health care debate. Vote for a chance 
to go on record with your answer to 
these important questions on Medicare, 
on Medicaid, on stem cell research, on 
drug importation, on coverage, and on 
many other health priorities. Let’s 
have a debate, and let’s let the Senate 
decide where it stands. 

Mr. President, I reserve the remain-
der of my time. 

The PRESIDENT pro tempore. Who 
yields time? 

Mr. ENZI. Mr. President, I thank the 
Senator from Massachusetts for his en-
couragement on his side of the aisle to 
vote for the motion to proceed. I think 
that will get us into a debate that will 
make a difference for the working peo-
ple of America, the people up the street 

and across the street, the working fam-
ilies that are a part of small business. 

Today, there are 45 million people in 
the United States who are without 
health insurance in this country. 
Twenty-two million people own or 
work for small businesses or live in 
families that depend on small business 
wages, and another 5 million are unem-
ployed. Those are the 27 million people 
we are talking about whom this health 
care bill will be making decisions for in 
the next few days. 

It is long past time for Congress to 
take some action. The American people 
aren’t going to accept excuses any 
longer. It has been a long time getting 
to this debate. I am pleased that it 
sounds like we will be able to have it. 
I welcome any amendments that are al-
ternate approaches or improvements to 
this bill. I know what the complaints 
are out there, I know what the 
counters to those are, and I know what 
the concerns are. It is very important 
that when we walk away from this 
week, we walk away with a plan which 
will help the small business people of 
the United States, the ones working for 
small businesses, the ones owning 
them, and their families who need the 
help. 

Mr. President, I reserve the remain-
der of my time. 

The PRESIDENT pro tempore. Who 
yields time? Each side has 1 minute re-
maining. 

Mr. KENNEDY. Mr. President, I will 
mention at this time some of the orga-
nizations. We will have a chance during 
the course of the debate to get into the 
reasons why. The American Academy 
of Pediatrics; the American Cancer So-
ciety; the Diabetes Association; the 
Nurses Association; Families USA; the 
lists of Governors—and I will include 
those—more than probably 15, 18 Gov-
ernors; the attorneys general. I think 
there are probably close to 40 of the at-
torneys general representing States 
North, South, East, and West who have 
opposed this bill. The Insurance Com-
missioners of the States—a whole list 
of those. At the appropriate time, I will 
include those in the RECORD. 

I hope our colleagues will put their 
ear to the ground and find out what 
people are saying back home, what 
your cancer society, diabetes, pediatric 
nurses and doctors are saying about 
this, what the attorneys general are 
saying about this, and what those in 
the medical profession are saying 
about this. We think we have a better 
way to help small business, and during 
the course of the debate, we will show 
how that can be done. 

Mr. President, I yield the floor. 
The PRESIDENT pro tempore. The 

Senator from Wyoming has 56 seconds. 
Mr. ENZI. Mr. President, I thank the 

Senator from Massachusetts for listing 
those 200 organizations. I have never 
done a count on them, and I am not fa-
miliar with quite that many; I am only 
familiar with about 40 that have ex-
pressed some concern that I suspect 
will be taken care of in amendment if 
we can get to the amendment process. 
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I would like to mention that there 

are over 200 business organizations 
that are looking forward to being able 
to unite these people across State lines 
to get lower rates for their people. 
There are actually 80 million employ-
ees in those businesses, in those orga-
nizations. The realtors are going to be 
here with 9,000 people next week, ex-
pecting that we will have already 
taken action. The National Federation 
of Independent Businesses is another 
big one that is supporting this. I could 
mention a lot more. Even some of the 
associations that have concerns about 
it want to be sure that this bill passes 
so their employees can be covered. 

I yield the floor. 
CLOTURE MOTION 

The PRESIDENT pro tempore. By 
unanimous consent, pursuant to rule 
XXII, the chair lays before the Senate 
the pending cloture motion, which the 
clerk will report. 

The legislative clerk read as follows: 
CLOTURE MOTION 

We the undersigned Senators, in accord-
ance with the provisions of rule XXII of the 
standing rules of the Senate, do hereby move 
to bring to a close debate on the motion to 
proceed to Calendar No. 417, S. 1955, Health 
Insurance Marketplace Modernization and 
Affordability Act of 2005. 

Bill Frist, Johnny Isakson, Sam Brown-
back, John Thune, Thad Cochran, 
Wayne Allard, John Ensign, Richard 
Shelby, Larry Craig, Ted Stevens, John 
McCain, Lamar Alexander, Norm Cole-
man, Judd Gregg, Pat Roberts, Craig 
Thomas, Richard Burr. 

The PRESIDENT pro tempore. By 
unanimous consent, the mandatory 
quorum call has been waived. 

The question is, Is it the sense of the 
Senate that debate on S. 1955, the 
Health Insurance Marketplace Mod-
ernization and Affordability Act of 
2005, shall be brought to a close? The 
yeas and nays are mandatory under the 
rule. 

The clerk will call the roll. 
The legislative clerk called the roll. 
Mr. DURBIN. I announce that the 

Senator from West Virginia (Mr. 
ROCKEFELLER) is necessarily absent. 

I also announce that the Senator 
from North Dakota (Mr. CONRAD) is ab-
sent due to illness in family. 

The PRESIDING OFFICER (Mr. 
DEMINT). Are there any other Senators 
in the Chamber desiring to vote? 

The yeas and nays resulted—yeas 96, 
nays 2, as follows: 

[Rollcall Vote No. 117 Leg.] 

YEAS—96 

Akaka 
Alexander 
Allard 
Allen 
Baucus 
Bayh 
Bennett 
Biden 
Bingaman 
Bond 
Boxer 
Brownback 
Bunning 
Burns 
Burr 
Byrd 

Cantwell 
Carper 
Chafee 
Chambliss 
Clinton 
Cochran 
Coleman 
Collins 
Cornyn 
Craig 
Crapo 
Dayton 
DeWine 
Dodd 
Dole 
Domenici 

Dorgan 
Durbin 
Ensign 
Enzi 
Feingold 
Feinstein 
Frist 
Graham 
Grassley 
Gregg 
Hagel 
Harkin 
Hatch 
Hutchison 
Inhofe 
Inouye 

Isakson 
Jeffords 
Johnson 
Kennedy 
Kerry 
Kohl 
Kyl 
Landrieu 
Lautenberg 
Leahy 
Levin 
Lieberman 
Lincoln 
Lott 
Lugar 
Martinez 

McCain 
McConnell 
Menendez 
Mikulski 
Murkowski 
Murray 
Nelson (FL) 
Nelson (NE) 
Obama 
Pryor 
Reed 
Reid 
Roberts 
Salazar 
Santorum 
Sarbanes 

Schumer 
Sessions 
Shelby 
Smith 
Snowe 
Specter 
Stabenow 
Stevens 
Sununu 
Talent 
Thomas 
Thune 
Vitter 
Voinovich 
Warner 
Wyden 

NAYS—2 

Coburn DeMint 

NOT VOTING—2 

Conrad Rockefeller 

The PRESIDING OFFICER. On this 
vote, the yeas are 96, the nays are 2. 
Three-fifths of the Senators duly cho-
sen and sworn having voted in the af-
firmative, the motion is agreed to. 

Mr. ENZI. Mr. President, I ask unani-
mous consent that the postcloture de-
bate on the motion to proceed be di-
vided as follows: From now until 11 
a.m. will be under majority control; 
from 11 to 11:30 will be under minority 
control; 11:30 to 12 will be under major-
ity control; and noon to 12:30 will be 
under minority control. 

The Senate will stand in recess from 
12:30 to 2:15 p.m. I ask that time count 
under the provisions of rule XXII. The 
time from 2:15 to 2:30 will be equally di-
vided between the majority and minor-
ity; from 2:30 to 3 we begin majority 
control, with the next 30 minutes under 
minority control, and each 30 minutes 
rotating in this format until the hour 
of 5:30 p.m. 

Before the Chair rules, we would like 
to make out a time certain to begin 
consideration of the bill. In the in-
terim, this unanimous consent allows 
the Senate to have an orderly debate 
for speakers. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

Mr. ENZI. Mr. President, I thank vir-
tually all Members in the Senate for 
their help in getting the motion to pro-
ceed. That will allow us to do 30 more 
hours of debate before we actually get 
into the substance of making any 
changes in the bill. I hope we can work 
out a unanimous consent agreement 
that will shorten that time and get us 
into the meat of the debate. I will push 
for some rapid consideration of some 
amendments so we can get this re-
solved for the small businessmen of 
this country in short order. 

I will address some of the charges 
made against this bill. I listened yes-
terday and the day before to the minor-
ity leader’s speech to the Senate on 
Friday. I was surprised by several of 
the statements he made regarding this 
bill. If I had not already known that he 
was talking about S. 1955, I would 
never have guessed it. 

The first comment the minority lead-
er made was that our bill threatens the 
coverage of those who have insurance 
now and does nothing to extend cov-
erage to those who need it. I make two 

points in response to that. First, it 
seems to me the status quo is what is 
truly threatening the coverage of those 
who are insured now. Prices are going 
up dramatically. Small business has no 
leverage. No one can afford more of the 
same or more excuses from Wash-
ington. 

Blocking an honest debate on this 
bill is a vote for more of the same. It is 
a vote for health insurance costs con-
tinuing to rise dramatically, for more 
small businesses dropping coverage for 
their employees, and for more unin-
sured American families. Year after 
year of more of the same is what is 
truly threatening America’s health 
care security. 

Second, this bill will indeed extend 
coverage to more people who need 
health insurance. If you do not believe 
me, listen to our nonpartisan CBO. The 
CBO says this bill will reduce health 
insurance costs for three out of every 
four small businesses. The CBO also 
said the bill will extend private health 
coverage insurance to 750,000 more peo-
ple than have it today. 

Is that a comprehensive solution to 
the problems of health care and the un-
insured? Of course not. I understand 
this is not a comprehensive solution to 
the problem of health care costs and 
the uninsured, but it is definitely a 
step in the right direction and a build-
ing block for the future. 

I have more comments about state-
ments made about the bill in ads and in 
editorials, but at this point, I release 
the remainder of our time until 11 
o’clock to the Senator from Missouri 
who has been working on this in the 
House for years in a totally different 
version but has brought his expertise, 
talent, and knowledge to this side of 
the building. He has been a strong ad-
vocate for doing something for small 
businesses. He has been extremely co-
operative in finding ways to do things 
so we can have something for small 
businesses. 

I relinquish the floor to the Senator 
from Missouri, Mr. TALENT. 

Mr. TALENT. Mr. President, I thank 
the Senator from Wyoming for his kind 
words and his great work and his com-
ments regarding my involvement with 
the idea of small business health plans. 
What he said is true regarding my in-
volvement. I am not the father of this 
idea, but I think I probably ‘‘midwifed’’ 
it years and years ago when I served in 
the House in 1997. It has passed the 
House on a regular basis ever since 
then and, as the chairman knows, on a 
very strong bipartisan basis because 
the idea of small business health plans 
is fully within the mainstream of both 
parties’ thinking which is one of the 
very powerful arguments in favor of it. 

The No. 1 issue facing small business 
today as a whole is not energy costs, 
although certainly they are too high. 
It is not immigration, although that is 
definitely an issue. It is not taxes, al-
though we all hear our share of com-
plaints from small business people 
about that. It is the rising cost of 
health insurance and the number of 
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people who do not have health insur-
ance. That is largely a small business 
problem. 

There are 45.8 million Americans who 
are uninsured today, 4 million more 
than 2001. That number has grown 
every year, in years of prosperity or re-
cession. The vast majority of those un-
insured people are working people. And 
most of those working people are peo-
ple who work for a small business. 
They work for a small business, they 
own a small business, or they are de-
pendents of someone who works for or 
who owns a small business. 

The smaller the business is, the 
worse the problem gets. Only 40 per-
cent of businesses with 3 to 6 employ-
ees today have health insurance for 
their employees and that number is 
down from 52 percent in 2004 and 58 per-
cent in 2002. 

We are entitled to ask ourselves, 
Why? I have heard a lot of explanations 
over the years. Why does small busi-
ness have a problem providing health 
insurance for its employees whereas 
bigger companies don’t? You would be 
surprised at the explanations offered. I 
had one witness from the Government 
Accountability Office tell me that he 
did not think employees of small busi-
ness wanted health insurance. I have 
other people speculate that small em-
ployers did not care as much about 
their people who work for them as big 
companies do. That certainly will come 
as a revelation to Senators that big 
corporate employers care more about 
their employees than the small busi-
ness owners and managers do—the 
small business people who work on a 
daily basis with their employees, the 
small business people who would like 
to get health insurance themselves 
from the small business if they could 
figure out a way for the small business 
to provide that health care to the em-
ployees. 

It is not a question of the small busi-
ness people caring enough. The prob-
lem is, the cost and complexity of get-
ting health insurance for a small busi-
ness is greater than it is for a big busi-
ness. It will surprise no one who has 
common sense that it is harder to in-
sure a small market, a small group, 
than a big group. The cost of insurance 
is less if you can spread it across a big-
ger pool of people. This has been stud-
ied extensively, and that very common-
sense conclusion has been validated. 

I will go over some of the figures for 
the Senate. Health insurance premiums 
for small business people increased by 
10.9 percent in 2001, 12.9 in 2002, 13.9 in 
2003, 11.2 percent in 2004, and 9.2 per-
cent in 2005. 

The smallest firms have always seen 
bigger increases in premiums. Why? 
Well, the SBA’s Office of Advocacy has 
found that small businesses typically 
spend much more than large businesses 
for the same benefits. Not that the ben-
efit packages are different, not that 
small businesses are trying to buy 
more expensive benefit packages; they 
have to spend more to get the same 

benefits because the administrative 
costs of some benefits are almost 14 
times more for the smallest firms than 
for their largest counterparts. 

According to the Government Ac-
countability Office, from 20 to 25 per-
cent of small employer premiums typi-
cally go toward expenses other than 
benefits compared with about 10 per-
cent for large employers. The small 
business people are paying more to get 
the same benefits because they have 
higher overhead costs and higher ad-
ministrative costs. They do not enjoy 
the same economies of scale the big 
companies enjoy. 

The American people know this. I 
have a lot of stories from Missouri I 
could tell. I do not have the time. But 
the American people are living with 
this every day. 

Jim Henderson is the president of 
Dynamic Sales in St. Louis. It is a 
third-generation family business that 
sells welding accessories and other 
products. It is a small business. He has 
eight employees. Health insurance has 
been a problem for 16 years for Jim. He 
spoke with his insurance agent, who 
suggested raising the deductible to 
keep the premium the same, so he has 
raised the deductible. It has gone from 
zero to a $1,000 deductible in the last 10 
years. So despite that huge increase in 
the deductible, to this day, he experi-
ences huge increases each time he tries 
to renew the policy. When he asked his 
carrier about the enormous increases 
and why they are raising his premiums 
so much, the carrier responded: Well, 
because we can. 

Tammy Herbert is a certified opti-
cian from Farmington, MO. She is a 
cancer survivor. She had breast cancer. 
She is a single, working mom. She is 
an inspiration when you talk to her. 
She told me because of her history of 
breast cancer, 2 years ago her employ-
er’s insurer canceled all the individual 
policies for her and her colleagues. 

People talk about small business 
health plans resulting in cherry-pick-
ing. They ought to see what is hap-
pening today in the small group mar-
ket. 

Renee Kerckhoff is the second gen-
eration owner of Rudroff Heating & Air 
Conditioning, in Belton, MO. She can 
only afford to cover a small portion of 
employee insurance premiums—about 
$150 a person per month. As a result, 
and despite her best efforts, her em-
ployees are having to drop their health 
insurance because they cannot afford 
the copays and the premiums they 
have to make and are going on public 
assistance. 

These stories are happening all over 
Missouri and all over the country. 
Sometimes I will get with a group of 
people and ask them: Look, if you had 
a history of medical illness, and you 
had the choice of working for a big 
company or a small company, and all 
you cared about was health insurance, 
and all you knew about the companies 
was that one was a big Fortune 500 
company and the other was a small 

company, which one would you work 
for? I have never had anybody raise 
their hand and say: I would work for 
the small company because the as-
sumption is I am going to get better 
health insurance from the small busi-
ness. 

They know, because it is a matter of 
common sense, insuring a large pool of 
people is more efficient, more economi-
cal and, therefore, less expensive than 
insuring a small group of people. 

Just look at the people who are in-
sured in the country. Virtually every-
body who has health insurance, except 
for the employees of small business 
people, have it as part of a big national 
pool. It may be public, it may be pri-
vate, but it is a big national pool. They 
work for a big company. They are in a 
labor union. They are on Medicare or 
Medicaid or they are a Federal em-
ployee or a retired Federal employee or 
in the VA. 

All these other organizations could 
insure on a small group basis if they 
wanted to. The Federal Government 
could go out and take each section of 
Federal employees in different cities 
and divide them all up and insure them 
in a small group. There is no law 
against that. Microsoft could do the 
same thing. Hallmark in Missouri 
could. Anheuser-Busch in Missouri 
could. They could insure each little 
section if they wanted to. Well, they do 
not because it does not make any 
sense. It would cost them more money 
to do it. Yet small business people have 
to do that every day. 

So what is the answer? Well, there is 
a simple answer that is out there. Ev-
erybody tries to make it more com-
plicated than it is, but it is simple: 
Empower the small business people to 
do what the big business people can al-
ready do. Allow them to pool together 
through their trade associations and 
get health insurance as part of a big, 
national, voluntary, efficient, economi-
cal pool. 

I give an example: I think it is the 
best way to describe it. Take a res-
taurant owner such as my brother, who 
owns a little restaurant. It is kind of a 
tavern restaurant. It is a great place. 
It has great chicken sandwiches. And I 
highly recommend it to you if you get 
to Missouri. He does not have health 
insurance for his people. It is too ex-
pensive. It is complex and foreboding 
for him. He and my sister-in-law run 
the business. They do not want to have 
to wrestle with big insurance compa-
nies. They are afraid if something goes 
wrong, they could get sued. He would 
like to have health insurance. Then he 
could get it through the business, too. 

Now, what if the National Restaurant 
Association could contract with big in-
surance companies? They could be his 
employee benefits section, just like big 
companies have an employee benefits 
section. By joining the National Res-
taurant Association, he automatically 
would have the right to join the big 
pool. They would send him the papers. 
They would show him the options he 
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has, and he could decide how much he 
wants to pay. He could let his employ-
ees pay the rest and join the pool. He 
could have health insurance as part of 
a big pool. It would be must-offer, 
must-carry. They would have to let 
him join the National Restaurant Asso-
ciation and would have to offer the 
health insurance to him. 

When I chaired the Small Business 
Committee in the House, we studied 
this issue. And I have seen a lot of 
other studies since then. The best esti-
mates I saw were that it would reduce 
premiums for small employers by 10 to 
20 percent; a recent study came out and 
said 12 percent. There would be a mil-
lion fewer people uninsured. 

It costs the taxpayers nothing. It is 
not a Government program. It is em-
powering small business people to do 
what big business people already can 
do. I think the impact would be much 
greater than the studies have shown 
because right now the psychology of 
health insurance, if you are a small 
business, is so negative. I think you 
would see whole segments of the econ-
omy, which traditionally have not pro-
vided health insurance to their employ-
ees, begin to provide health insurance. 
And the restaurant business is one of 
them. It is one of the reasons the Na-
tional Restaurant Association is so 
strongly in favor of this concept. 

Now I have talked about this for al-
most 10 years. I lay it out for people, 
and they say to me: Well, who would 
oppose this? I actually get that ques-
tion a lot: Who is opposed to it? And 
that is a good question. It is fully with-
in the mainstream of both parties’ phi-
losophy. It is empowering the little 
guy, just like farm co-ops. It passes the 
House with a strong, bipartisan major-
ity every year. And why shouldn’t it? 

What is the downside of it? The 
downside is: It does not work as well as 
we hope it is going to work. Not as 
many people go into it as we hope and 
believe will go into it. 

It is not as though the taxpayers are 
going out on a limb. So who is opposed 
to it? Well, nobody will be surprised to 
hear that the big insurance companies 
have opposed it, and they have come up 
with all sorts of excuses over the years. 
I am not going to go heavily into it be-
cause the chairman has worked very 
hard to get as much consensus as he 
can get. But I will say this. I think 
they oppose it not because they are 
afraid it will not work but because 
they believe it will work. And they 
control most of the small group mar-
ket now. I do not have time to go 
through those figures. But the con-
centration of the small group market 
within the five largest carriers has 
grown and grown and grown. And small 
business health plans would be a pow-
erful, new competitive force in that 
market. 

The State insurance commissioners 
have been concerned because these 
small business health plans would be 
national and they felt the State would 
not be able to regulate it. In fairness, I 
have to say, I have never agreed with 
that. Remember, the big companies al-

ready operate free of State regulation. 
That has been the law for 30 years. And 
we have not had any disasters as a re-
sult of that. I do not believe anything 
that has happened in the last 10 years 
or so is proof that we can trust the big 
companies more than we can trust the 
small companies. 

If I had to decide who was going to be 
free of State regulation, I think I 
would rather have the small businesses 
free of that. And it is not as though the 
market the States have regulated 
never has any problems. There are a lot 
of insurance companies that go bank-
rupt, and the States have to take them 
over. 

But the good news is that the chair-
man has squared this circle. He has 
worked out an arrangement for the 
regulation of small business health 
plans where many of the State regula-
tions and much of the State regulatory 
authority will still apply. I am not say-
ing the State insurance commissioners 
are standing up for his bill, but I think 
it is safe to say that many of their ob-
jections have been ameliorated, and 
the chairman has made much progress 
on that front. 

Folks who tend to be sincerely on the 
ideological extreme on health care 
issues—and maybe ‘‘extreme’’ is the 
wrong word, but they want to go one 
way or the other—have been lukewarm 
about small business health plans. 
There are some who wish to eliminate 
the employer system and take the Fed-
eral tax deduction and pass it through 
to individuals and let them go out and 
buy health insurance on their own, and 
there are others who want a total Gov-
ernment solution. And this is not any 
one of those things. 

It is a substantial and important and 
meaningful but incremental change in 
the world we are in. It makes things 
better for people on a day-to-day basis 
who are out struggling in the real 
world. Maybe it is not the reform that 
any of the think tanks on the right or 
left would come up with, but it makes 
a difference. It will help. There is little 
or no downside to it. We need to help 
the real people who are really hurting. 

Finally—and this I understand en-
tirely; I struggled with this myself in 
the years I had this bill—the groups 
that have worked to get various dis-
ease mandates in the States have been 
concerned. Because if you worked hard 
to get a mandate so that mammogram 
screening is covered in your State as a 
matter of right, and small business 
health plans go into a national pool, 
just like the big companies, if we do 
not do something, they would not be 
subject to those State mandates. 

I have made a point in talking with 
these groups over the years saying 
that, look, the big company plans, the 
big pools that exist out there—the 
labor unions, the company plans, the 
Federal employee plans; all those sorts 
of things—they usually cover all those 
mandated coverages, anyway, because 
most of them are pretty common sense. 

Again, remember, if you have been 
sick, and you have a choice of working 
for a big company that is not covered 

by the State mandates or a little com-
pany that is, which do you think has 
the better health insurance? The folks 
I have talked to over the years say: 
Well, we would go with the big com-
pany. 

But I think we are going to be able to 
square that circle as well. Senator 
SNOWE is going to offer an amendment 
which will represent progress in this 
area. It will provide that if 26 States 
cover a mandate, that mandate applies 
to small business health plans, and it is 
protected in the States that have it. So 
this is progress. It is not just net 
progress; it is absolute progress for 
these various groups that have sought 
these protections because they are 
going to have, if that amendment 
passes—and, certainly, I am going to 
support it—they will have protections 
on the Federal level for the first time 
for these various coverages. 

So I am very hopeful they will take a 
look at this. I believe with the amend-
ment Senator SNOWE is going to offer, 
the concerns they had not only do not 
apply anymore, but actually they are 
going to be better off because for the 
first time we are going to have na-
tional pools set up under Federal law 
with certain basic patient protections 
and coverages that are guaranteed. As 
I said, I do not think those would be 
necessary because I think the pools 
would cover them, anyway. Most of 
those are pretty common sense. But we 
can put them in the law and reassure 
everybody. And I think we can make 
the bill better if we do that. 

I see my time is running out, Mr. 
President. 

So what is left? Why should we op-
pose this? I do not want to be presump-
tuous. I have lived with this bill for so 
long that maybe there are weaknesses 
I do not see. But this is something we 
can do for people. It passes the House 
regularly. They like it over there. It 
has a strong measure of bipartisanship, 
anyway. There is no real downside to 
it. 

Let’s debate the bill, and let’s resolve 
that we are going to debate it with a 
view toward actually voting on it. 

I hope nobody filibusters this bill. We 
can work out agreements about debate, 
work out agreements about amend-
ments, and have a chance to help peo-
ple. This is a problem. This is a case 
where people are hurting. I know poli-
tics is important here; I know this is 
an election year; I know all of that. 
But we can make a difference for real 
people on the ground every day who are 
worried about losing their health in-
surance or who do not have health in-
surance and are worried about getting 
sick. We ought to do it. 

I thank the Senator for yielding. It 
looks as though my time has expired. I 
yield the floor. 

The PRESIDING OFFICER (Mr. 
SUNUNU). The Senator from Con-
necticut. 

Mr. DODD. Mr. President, I yield my-
self 20 minutes. Senator KENNEDY is 
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not here right now, but pursuant to 
previous agreement, I would like to be 
notified when 15 minutes expires so I 
can conclude my remarks in the 20 
minutes. 

I spoke yesterday about this legisla-
tion. I want to begin by saying to my 
friend from Wyoming, the chairman, I 
have a great deal of regard for him. I 
have enjoyed working with him on the 
HELP Committee. We do a lot of work 
together. I have enjoyed that relation-
ship. It is with a note of sadness that I 
disagree with him about this bill. We 
had a lengthy markup. He was very pa-
tient to listen to all of our ideas and 
the amendments we offered during the 
markup. I appreciated his willingness 
to do so. But as happens from time to 
time, we have disagreements. They are 
not personal. They are ideas on which 
we have a different point of view. 
Today is one of those occasions. These 
remarks are in no way intended to 
denigrate the work of the chairman of 
the committee or those who agree with 
him. 

There are those of us who believe 
strongly that this proposal would do a 
lot more harm than good, that, in fact, 
the cure being proposed with this legis-
lation creates far more problems than 
presently exist, as bad as the present 
situation is. We know, as a matter of 
fact, that over the last 3 years, the pre-
mium cost for health care has risen: 9 
percent in 2005, 11 percent in 2004, 14 
percent in 2003. These costs continue to 
rise. A family of four today is paying 
about $11,000 in premiums for health 
care coverage. The problem is signifi-
cant. 

I regret in some ways—and this is not 
the fault of the chairman of the com-
mittee—that we are not debating in a 
broader sense how we might address 
the far more significant issue, as im-
portant as this one is, when we have 45 
million fellow Americans with no 
health care coverage at all. I regret 
that we are not having a larger debate 
on that issue. 

Secondly, I believe it is a legitimate 
issue to raise the issue of how small 
business is dealt with when it comes to 
insurance. In the next 2 days, we will 
offer a substitute to the proposal au-
thored by the chairman of the com-
mittee, the Senator from Wyoming, 
that we believe will deal far more thor-
oughly with the legitimate issues that 
smaller businesses face. In fact, we re-
define small business to mean busi-
nesses not with 50 employees or less 
but 100 employees or less, thereby cov-
ering more small businesses than 
would be covered by the legislation be-
fore us. 

The problems are huge in the area of 
health care. If you do surveys of the 
American public and ask them to iden-
tify what are the largest concerns they 
have, if not the No. 1 issue—from time 
to time other issues may be more im-
portant to people—consistently year in 
and year out, people will tell you their 
great concern is about the fear of 
watching a family member or them-

selves be hit with a major health care 
crisis and not having the resources to 
pay for it, not being able to get the 
doctors, not being able to have the 
kind of care they would want for their 
families because they cannot afford the 
premiums that would provide them 
broader coverage, if they have any kind 
of coverage at all. They may not have 
any kind of health care. This is a major 
problem. We ought to be spending a lot 
more time addressing this issue than 
we are. 

Having said that, let me talk about 
this proposal. I am deeply worried 
about it. It isn’t just my concern. 
Many Governors, more than three- 
quarters of the attorneys general of the 
States which we represent, not to men-
tion the health insurance commis-
sioners of many States, have raised 
very serious concerns about this legis-
lation. They are very worried about 
what this bill will do to their constitu-
ents, the States that we represent as 
Senators. 

Let me share a letter from the Con-
necticut Business and Industry Asso-
ciation. This association represents 
5,000 small employers in my State. This 
is not an organization that is known 
for its liberal tendencies. Quite the 
contrary, it is a very conservative busi-
ness group. Listen to what my business 
group that represents the small busi-
nesses of my State has to say about 
this bill. 

We believe that in Connecticut federally 
certified AHPs would destabilize the small 
business insurance marketplace, erode care-
fully crafted consumer protections and raise 
premium rates for small businesses with 
older workforces and those that employ peo-
ple with chronic illnesses or disabilities. 

The letter goes on to say: 
Although the passage of AHP legislation 

would present us with opportunities to ex-
pand our CBIA health connection’s product 
customer base as a regional offering, we do 
not believe that the proposed legislation rep-
resents a sound public policy for providing 
more affordable coverage or access to health 
care benefits. The proposed legislation does 
little to address the underlying causes of 
health care inflation, which is the most im-
portant barrier to small employers providing 
health care benefits. 

That is a strong letter from an orga-
nization that represents 5,000 small em-
ployers in the State of Connecticut. 
They are worried about what this bill 
will do to smaller employers in my 
State in terms of their costs. They are 
deeply worried about this legislation 
and what it may mean. 

Let me also share with my colleagues 
a second chart. This was a chart that 
was produced by Families USA, with 
estimates from the Agency for Health 
Care Research and Quality, a medical 
expenditure panel, and from the U.S. 
Census Bureau. It tells us the number 
of people that will be losing State regu-
latory protections if this bill is passed. 
What we are doing is shrinking the 
amount of benefits that can be offered. 
In my State, we offer a range of 30 dif-
ferent benefits—that was passed by my 
State legislature—that insurance com-

panies must cover. If you are going to 
do business in my State, then you have 
to provide coverage for these 30 areas 
that we believe are important. 

I note this morning an editorial in 
the Wall Street Journal that criticizes 
those of us who have raised issues 
about this bill. They say in one para-
graph: 

Some provider groups are opposed for na-
kedly self-interest reasons since it would 
allow plans to bypass state regulations man-
dating coverage for, say, chiropractors. 

Chiropractors provide some decent 
services to people. But with all due re-
spect, I would suggest that it is a lot 
more than chiropractors who get by-
passed with this legislation. It is 
things such as diabetes, cancer screen-
ing, infant health care, mental health 
care, pregnancy, Lyme disease, to men-
tion a few. I know several of my col-
leagues have had family members af-
fected by Lyme disease. My State 
thinks that is an important area to 
provide coverage. This bill would elimi-
nate coverage for Lyme disease be-
cause this legislation would mandate 
that Federal law would supersede State 
law. Regardless of what your State 
thinks is important, this bill will de-
cide what will be covered. Everything 
else goes. That is an overreach, in my 
view. As a result, the analysis of the 
legislation presented on this chart sug-
gests that in the State of Alabama, 1.7 
million people who would be adversely 
affected if this legislation is passed. In 
Connecticut, more than a million peo-
ple would lose benefits that the State 
legislature requires the insurance in-
dustry to cover. In State after State, 
the numbers are at least in the six-fig-
ure category. In California, 12 million 
people would be adversely affected, 
Kentucky over a million people, Kan-
sas over a million people, Illinois al-
most 4 million people, and the like. 

I will leave this chart so my col-
leagues will be able to see how many 
people will be affected in their States, 
according to data collected by those 
who have examined what it would 
mean to a Federal mandate that tells 
every State in the country: We don’t 
care what you have done, we don’t care 
what benefits you think are important, 
this bill will tell you what kind of cov-
erage you are going to have. 

We also prohibit the States by pre-
empting their ratings rules, which is 
my second point. This legislation pre-
empts the States from having rating 
rules that will actually determine what 
the difference in cost would be between 
young and healthy workers and older, 
sicker workers, to make sure they are 
not going to price the product so be-
yond the reach of an older, less healthy 
person that it would be unaffordable. It 
is de facto exclusion if you allow the 
insurance industry to set that price by 
preempting the States from deter-
mining whether there ought to be a cap 
on how much an insurance company 
can charge. By limiting benefits and by 
preempting the States from deter-
mining rates and holding them down, 
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we make it very difficult for literally 
millions of people to be positively af-
fected by this legislation. 

Those are the two major concerns we 
have. There are other areas that we 
will certainly raise. I mentioned ear-
lier in my State, more than a million 
people will lose access to cancer 
screening, well childcare, diabetes sup-
plies, alcoholism treatment, mental 
health care, the treatment for Lyme 
disease, to mention some. The list goes 
on with my State. 

In addition to seeing their benefits 
disappear, millions of Americans will 
see their health insurance premiums 
skyrocket as well. This bill preempts 
State laws that currently protect older 
workers, those with serious illnesses 
such as diabetes, cancer, and heart dis-
ease, even expectant mothers, from 
seeing their premiums increase. This 
bill will allow the insurance industry 
to charge people more based on the fact 
that they are sick or pregnant or sim-
ply older. 

I have many insurance companies in 
my State, as my colleagues know, that 
do a wonderful job in many ways. But 
don’t have any illusions about this. 
They are going to be offering as few 
benefits as they can get away with and 
charge as much as they can. That is 
what they are in business for. This is 
not the Vista Program or AmeriCorps. 
These are private companies. If we give 
them a green light to limit the benefits 
you can provide and take the caps off 
what they can charge, then, obviously, 
they are going to take advantage of it. 
I am greatly concerned, as the major 
business organization in my State 
warns. When the Connecticut Business 
and Industry Association says this bill 
would hurt the businesses in my State, 
we ought to take note of it. This orga-
nization has a strong record of pro-
tecting the interests of smaller busi-
nesses. 

It doesn’t take an expert to predict 
what will happen. Insurance companies 
are going to offer plans with minimal 
or no benefits, hoping to attract young 
and healthy workers. Older, sicker peo-
ple are going to be left without a plan 
that meets their needs. Every analysis 
of this bill reaches the same conclu-
sion. 

Listen to what the Congressional 
Budget Office says. They found the bill 
‘‘would tend to reduce health insurance 
premiums for small firms with workers 
who have relatively low expected costs 
for health care and increase premiums 
for firms with workers who have rel-
atively high expected costs. 

In other words, instead of attacking 
the real problem, the rising cost of 
health care, this legislation would sim-
ply shift costs to small businesses with 
older and less well workers. 

In fact, another study commissioned 
by the supporters of this legislation 
concluded this bill ‘‘is not going to ad-
dress the underlying causes of high 
health insurance premiums, which are 
high health care costs.’’ 

Again, Governors, State attorneys 
general, the State insurance commis-

sioners have all reached the same con-
clusion, as have an enormous number 
of groups representing health care pro-
viders and patients. All of them say the 
same thing. They all can’t be wrong. 
When your Governors, attorneys gen-
eral of the States, insurance commis-
sioners, not to mention almost every 
single health care group in the country 
warns about the passage of this bill, 
then we ought to take note of it. When 
you hear that you will have literally 
millions of people losing benefits 
passed by State legislative bodies that 
require the insurance industry to cover 
them, then we ought to take note of 
that as well. 

I know my colleagues will be offering 
amendments to allow lifesaving stem 
cell research to go forward, to 
strengthen Medicaid, reduce prescrip-
tion drug prices, and ensure access to 
mental health care. I look forward to 
having an opportunity to debate those 
amendments, many of which I will be 
supporting. We should also consider an 
amendment to extend the Medicare 
prescription drug plan enrollment 
deadline which is causing a huge prob-
lem. These are the kinds of issues that 
ought to be part of our debate today. 
Medicare beneficiaries have only until 
this coming Monday, May 15, to enroll 
in a prescription drug plan, if they are 
to avoid financial penalty. Why don’t 
we take that as an amendment and ex-
tend that time to allow people to come 
forward. As we are all aware, for many 
of the Nation’s 41 million Medicare 
beneficiaries, the new prescription 
drug plan offers more confusion than 
assistance and, frankly, extending that 
date would make sense. 

I intend to offer an amendment to 
protect newborns and children from the 
damage inflicted by this legislation. 
Right now, 25 states have enacted man-
dates requiring insurers to provide ben-
efits to the children of their enrollee; 
31 States require insurers to cover the 
cost of childhood immunization. 

I am going to ask my colleagues to 
support language that would see to it 
that newborns and children are pro-
tected in every State, instead of allow-
ing the insurance industry to pick 
plans that would exclude child immu-
nization and well-child care. 

This legislation would completely 
preempt these State laws, leaving ba-
bies and children unprotected. That is 
a major step backward. Instead, fami-
lies will be faced with health insurance 
that doesn’t cover routine care for chil-
dren. They might be forced to pay out 
of pocket, drastically driving up health 
care costs, or to forego care entirely. 
My amendment would ensure that 
those State laws not be preempted by 
this Federal mandate that we are 
about to adopt. 

I will also offer an amendment that 
would prevent health insurers from de-
ciding how much to charge a person for 
health insurance based on how healthy 
they are. That is something we have 
done across the country in State after 
State. 

Many States, including my own, have 
laws preventing the insurance industry 
from charging more based on health 
status. Unfortunately, this legislation 
would remove those State protections. 
It would allow the insurance industry 
to charge more based on health status. 
We ought to make sure we don’t allow 
that to occur in this bill. 

Without these protections in place, it 
just makes good business sense for an 
insurance company to increase pre-
miums for people with diabetes, HIV/ 
AIDS, cancer survivors, pregnant 
women, or anybody with health needs 
that are outside of the ordinary. As a 
result, the people who need insurance 
the most will find they would be the 
first to lose it. 

Finally, I will offer an amendment to 
protect those patients that admirably 
choose to participate in clinical trials 
from undue costs resulting from their 
routine care. Currently, 19 States, in-
cluding my own State of Connecticut, 
have enacted mandates requiring insur-
ers to provide coverage for routine pa-
tient care costs while those patients 
are participating in potentially life-
saving clinical trials. But this legisla-
tion, as crafted, would completely pre-
empt these State laws, leaving patients 
without needed coverage for items such 
as blood work and physician visits. And 
this legislation would preempt States 
like mine that provide benefits for peo-
ple who are willing to become part of a 
clinical trial. 

Clinical trials save lives. Just 50 
years ago, less than one in four women 
with breast cancer survived for 5 years 
or more. Compare that to today when 
96 percent of women with localized 
breast cancer reach the 5-year mark. 
This legislation would create a power-
ful disincentive to patients weighing 
the option of whether to participate in 
a clinical trial. Tragically, we know 
that only 3 percent of adults suffering 
from cancer participate in clinical 
trials. Compare this to the 60 percent 
of children with cancer that enroll in a 
trial. 

Mr. President, there are a number of 
amendments we would offer to try to 
improve this piece of legislation. While 
I respect the intent of the authors, the 
bottom line is that it would do great 
damage to the gains that have been 
made in State after State across the 
country, by controlling the costs of 
premiums and seeing to it that benefits 
are offered to people out there. The 
States made these decisions, and the 
insurance industry, if they want to do 
business in their States, should com-
ply. 

This legislation would mean that the 
Federal Government would wipe out 
protection in State after State that 
has provided for the protection of its 
people—listen to your Governors, your 
attorneys general, your health com-
missioners, insurance commissioners; 
listen to the groups out there that pay 
attention to this kind of legislation. 
Listen to the business groups that have 
warned what this would do to smaller 
businesses across the country. 
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Mr. President, I hope that when the 

appropriate time comes, we will either 
adopt amendments that will improve 
the bill substantially or, more impor-
tant, adopt the substitute that will be 
offered by Senator LINCOLN of Arkan-
sas and Senator DURBIN, which would 
allow people to have the same kind of 
benefits each and every one of us have 
as Members of Congress, as part of a 
Federal health benefit program here 
that allows for the pooling of people, 
that would cover 100 employees or less, 
far beyond what this bill would cover 
with 50 or less. It would not mandate 
that benefits provided by States be 
eliminated, and it would not preempt 
the States from setting caps on pre-
miums when it comes to older and 
sicker workers. That is the way to go. 

If you really want to make a dif-
ference, why don’t we adopt this alter-
native. That would be a major gain for 
smaller businesses and people who 
work with them. I understand this is 
an important issue. Small businesses 
could use help, but we are not helping 
them with this bill, with all due re-
spect. We can help them if we take the 
right steps. 

I urge my colleagues to adopt the al-
ternative, or at least improve the bill 
with the amendments we will be offer-
ing in the next few days. 

I yield the floor. 
The PRESIDING OFFICER. The Sen-

ator from Massachusetts is recognized. 
Mr. KENNEDY. Mr. President, as I 

understand it, we are rotating back 
and forth. Could the Chair tell us how 
much time we have on this side? 

The PRESIDING OFFICER. Nine 
minutes remain. 

Mr. KENNEDY. Well, Mr. President, I 
thank my friend from Connecticut for 
an excellent presentation and summa-
tion of the principal concerns about 
this legislation. I ask the Chair to let 
me know when there is 1 minute re-
maining. 

The PRESIDING OFFICER. The 
Chair will do so. 

Mr. KENNEDY. Mr. President, I 
thank the chairman of our committee, 
Senator ENZI, for his diligence in the 
development of the legislation. It is 
legislation that I cannot support. But 
the chairman of our committee has put 
his finger on an area of health policy, 
which is enormously important for us 
to consider, and that is the general 
kind of challenge that is out there for 
small businesses in this country. By 
and large, they pay two or three times 
higher premiums than many of the 
very large businesses in their States, 
and they are also seeing a turmoil in 
the market. 

More often than not, they are chang-
ing companies every year, or every 
other year, and increasing numbers of 
those small businesses have to drop 
coverage. This is a real problem. 

If the proposal that is before us, the 
Enzi bill, was only to deal with that 
particular issue, it ought to be given 
focus and attention and full debate and 
support. But his bill goes far beyond 

that. Fortunately, we have an alter-
native, as the closing remarks of my 
friend and colleague from Connecticut 
pointed out, in the Durbin and Lincoln 
legislation, which addresses the small 
business needs. It does it creatively 
and effectively, and it does it without 
threatening the health protections 
that are there for States. The message 
and word ought to go out to all those 
who support the Durbin-Lincoln pro-
posal that workers in those small busi-
nesses will effectively have the same 
kind of health care coverage that we 
have in the Senate of the United 
States. That has been certainly a goal 
of mine for all Americans in the time I 
have been in the Senate, and it still is. 

We have an opportunity for the small 
business community, and for the work-
ers in those companies of 100 or less, to 
provide for them the same things that 
we have for the Members of the U.S. 
Congress and Senate. That statement 
cannot be made by the Senator from 
Wyoming. His bill does not do that. It 
has all kinds of adverse impacts in 
terms of workers and health care pro-
tections. 

So as we start this debate, we ought 
to recognize that there is an alter-
native which we on this side strongly 
support which will focus and give at-
tention to the small business commu-
nity. The other proposal by Senator 
ENZI does not do that. 

Mr. President, I am going to take a 
few minutes, because that is all I have, 
to review what I think are the most 
dangerous aspects of this legislation. 
The fact is, today, as has been pointed 
out, there are some 85 million Ameri-
cans who have protections that will be 
effectively lost with the Enzi proposal. 
Those are protections for screening on 
cancer, for help and assistance in terms 
of diabetes, for medicines. There are 
different protections that are given to 
other diseases that are threatened, and 
it threatens American families. Those 
have been discussed in local commu-
nities and in States that are now pro-
viding those protections; and effec-
tively, under the Enzi bill, those will 
be prohibited. There are a number of 
groups. 

First of all, this is what the State in-
surance commissioners say, and why 
they are important is because they 
have a responsibility in terms of pro-
tecting consumers. This is what they 
have pointed out, Mr. President: 

Standardizing the rating laws among 
States will do little or nothing to reduce 
health insurance costs. 

And also: 
S. 1955 will result in older and less healthy 

employees being priced out of the market as 
a result of expanding the rate bands. 

Small New Jersey employers with older 
and sicker employees would see a dramatic 
rise and increase under the Federal ap-
proach, effectively driving them from the in-
surance market and leaving them vulnerable 
citizens without adequate health coverage. 

They are talking about ratings. In-
surance companies are going to be able 
to charge for the proposal that the 

Senator from Wyoming has talked 
about. They are going to have a flexi-
bility of up to 26 percent difference—26 
times the difference in terms of pre-
miums. Do you understand that? If you 
are an older worker and have had sick-
ness in your family, you will pay a rat-
ing that will be up through the roof. 

That is not true in Massachusetts. In 
Massachusetts, no matter how sick or 
young you are, you are still within a 3- 
point or 3 times rating increase. That 
has worked very effectively. That is 
something that every older worker, 
every family that has had some kind of 
health challenges ought to recognize— 
that they, under the Enzi bill, could 
well be priced out of the market. 

This is what the attorneys general 
have said: 

The Health Insurance Marketplace Mod-
ernization And Affordability Act should be 
more appropriately labeled the Health Insur-
ance Cost Escalation Act. 

That was the attorney general from 
Minnesota. 

The attorney general of New York 
said: 

This legislation is not the answer here. It 
eliminates many of the protections that con-
sumers enjoy, without addressing the under-
lying problem of cost containment. 

They are also eliminating protec-
tions, as we have mentioned, for breast 
cancer and diabetes. 

Another one by the attorneys gen-
eral: 

There are no legitimate grounds for ex-
empting the type of insurance plan for State 
laws that provide essential safeguards for 
persons covered by insurance. 

It is not just Democrats, but Demo-
crats and Republicans; 41 out of the 50 
attorneys general charged with pro-
tecting consumers are saying this bill 
doesn’t get it. 

Mr. President, this is very inter-
esting by the New Hampshire Governor 
on S. 1955: 

In 2003, New Hampshire passed a law estab-
lishing rating rules similar to those con-
templated under S. 1955. 

New Hampshire passed almost the 
identical bill that is now being consid-
ered in the Senate. 

With the rules allowing insurance compa-
nies to discriminate against businesses with 
sick workers, or based on geography, this 
law sent small business health insurance 
costs skyrocketing across New Hampshire. 
Small business could not grow, could not 
hire new workers, and some considered end-
ing their health insurance plans altogether. 

They have done it. It is rare around 
here when you have a new proposal 
that you have had experience with— 
and the State of New Hampshire has 
it—and they ended up withdrawing 
that proposal. 

Finally, we have the various patient 
groups. Here is the American Diabetes 
Association: 

S. 1955 would result in millions of Ameri-
cans with diabetes losing their guarantee of 
diabetes coverage. 

The Cancer Society said: 
Passage of this legislation would represent 

a retreat in this Nation’s commitment to de-
feat cancer. 
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The National Partnership for Women 

and Families said: 
Instead of making health care more afford-

able for those who need it most, S. 1955 
would roll back the reforms adopted by 
many States to require fair pricing. 

We look forward on this side to de-
bating these issues—the Durbin-Lin-
coln proposal and the Enzi proposal— 
and we also look forward to debating 
stem cell research, the real Medicare 
alternative in the prescription drug de-
bate, the ability of Medicare to be able 
to negotiate lower prices for our senior 
citizens, and drug importation. If we 
are going to have a health care debate, 
let’s make sure we are going to deal 
with many of the issues that people in 
our country want us to deal with. 

Mr. President, I yield the floor. 
The PRESIDING OFFICER. The time 

of the Senator has expired. 
Mr. ENZI. Mr. President, as we wait 

on a couple of people to speak, I would 
like to make a few comments on the 
comments that have been made. I do 
appreciate the spirit in which they 
have been made. I know there are 
amendments waiting to modify several 
of the things that have been suggested, 
but my biggest concern is that there 
were some comments about the Attor-
neys General of the United States and 
the insurance commissioners who are 
against it, and even the Connecticut 
business associations who are appar-
ently saying they are against the bill. 

But what I need to correct is the 
comments they are making are not on 
this bill. What they are talking about 
is the bill that the House has passed 
eight separate times: the associated 
health plans bill. Associated health 
plans are different than this bill. It 
would be nice if some of the people who 
are going national and public on this 
would actually check with us on some 
of their comments to see if they are re-
motely right. 

We have put forward a solution which 
they said that 85 million people would 
lose their benefits from. That would be 
just as ridiculous as me saying that all 
27 million people who are uninsured 
who work for small business would be 
covered by this bill. Neither of those 
things is going to happen. There is a 
medium in there where there will be 
more people who are insured. The dif-
ficult parts that were talked about 
concerning things being taken away 
from people I am confident are not 
going to happen. There are a couple of 
reasons they are not going to happen. 

First of all, there are experiments 
across the country which in a small 
way have done what we are talking 
about in the small business health 
plans, and in those experiments, they 
have worked: Taking away the man-
dates that States have and actually 
making a point of mandating that we 
take away the mandates. Around here, 
‘‘mandates’’ is a bad word. Mandates 
means you are forcing somebody to do 
something and you are not paying for 
it. You are saying you have to have 
this, and whether you can afford it or 

not, we are going to make you do it. So 
your choice is to take the mandate or 
drop your insurance. 

When we are talking about these 
mandates, a lot of them we are talking 
about are regular maintenance of your 
body, and we ought to be having every-
body do those. It shouldn’t matter 
whether they are covered by insurance 
or otherwise. In fact, in Wyoming, we 
have gone to great lengths to have 
more things done by public health for 
free. That means your insurance 
doesn’t have to pay for it and you don’t 
have to pay your insurance company 
for it and you don’t have to pay your 
insurance company for the administra-
tion of that service. But you can get 
that service. Then we have some other 
screenings that are covered in a very 
reasonable way. We have a program in 
Wyoming trying to get everybody to 
have mammograms, and it is focused 
on Mother’s Day, which is coming up 
this next weekend: Get a mammog-
raphy for your mom. Show that you 
care. And thousands of people in Wyo-
ming do exactly that. 

I will cover some of the other issues, 
but I see that Senator HATCH, the Sen-
ator from Utah, has arrived and has 
some comments in this regard, and he 
has been a very diligent worker on all 
of the small business problems. So I 
yield time to the Senator from Utah. 

Mr. HATCH. Mr. President, I thank 
my distinguished chairman who I think 
has done a terrific job on this bill. I un-
derstand the distinguished Senator 
from New Hampshire needs about 3 
minutes, so I ask unanimous consent 
that he be given 3 minutes, and then 
the time be returned to me. 

The PRESIDING OFFICER (Mr. 
ALEXANDER). Without objection, it is so 
ordered. 

Mr. SUNUNU. Mr. President, I wish 
to speak to the legislation before us 
and in particular to address some of 
the remarks that were made earlier by 
Senator KENNEDY from Massachusetts. 
He raised concerns about the State of 
New Hampshire and suggested that this 
legislation would be bad for the State 
of New Hampshire and that the State 
of New Hampshire had already enacted 
legislation identical to this. I think it 
is wrong for someone to provide infor-
mation that is not entirely accurate. I 
think that is inaccurate, and it is not 
inaccurate in some very key areas. 

First, the bands that were discussed 
that were enacted in the State of New 
Hampshire were much smaller than the 
rating bands contemplated in this leg-
islation, and they did it in New Hamp-
shire without any transition period. 
Those are two very significant, specific 
differences between this legislation and 
what was attempted in New Hamp-
shire. 

Second, as with any legislation, it 
cuts both ways. There were some em-
ployers that saw increases in their pre-
miums 2 and 3 years ago that some 
claimed were a result of the legislation 
in New Hampshire, but many busi-
nesses—in fact, the NFIB would sug-

gest the majority of businesses—in 
New Hampshire saw some great relief 
because they are the smaller businesses 
that we are talking about, those who 
would be allowed to improve their ne-
gotiating position through the provi-
sions in this bill. Moreover, this isn’t a 
debate about one State. This is a de-
bate about providing increased access— 
increased access—to plans that are ne-
gotiated by associations, by the mem-
bers of small businesses and, as a re-
sult, negotiating lower prices. 

Finally, there was discussion about 
community rating and how objection-
able it is that there will be an ability 
to differentiate on price based on a 
number of factors. I think the truth is, 
when you force that kind of price con-
trol, you force adverse selection be-
cause if I tell you that you have to 
charge the exact same price to anyone, 
no matter what region, circumstance, 
or situation, then the insurer will 
automatically market to the healthiest 
people because they won’t want to take 
on the additional costs associated with 
those who might have significant needs 
that result in higher prices. 

So if you go to price control, which is 
exactly what the other side is sug-
gesting, forcing the same price for ev-
eryone no matter who is covered, busi-
nesses will naturally—naturally—only 
market to those who are healthy and, 
as a result, reduce the accessibility and 
availability of health insurance to 
those who might need it most. 

It is a dramatic, unintended con-
sequence, and that is the exact out-
come that will be the result of the poli-
cies that are being suggested by the 
other side. We need to be accurate in 
what we represent. This is a good bill 
for small business and, as a result, it is 
an excellent bill for New Hampshire be-
cause in New Hampshire, small busi-
nesses make up over 95% of all firm 
with employees. If we want to do some-
thing about the uninsured, the major-
ity of whom are working as self-em-
ployed or for small businesses, we need 
to take up the exact kind of provisions 
that are in this bill: Increased access of 
health insurance for those working in 
the smallest firms. 

Mr. President, I yield the floor. 
The PRESIDING OFFICER (Mr. 

SUNUNU). Senator HATCH is recognized. 
Mr. HATCH. Mr. President, I rise in 

support of S. 1955, the Health Insurance 
Marketplace Modernization and Afford-
ability Act. This is a good bill, with 
good intentions. The lack of health in-
surance, particularly for employees of 
small businesses, is a significant prob-
lem in Utah and throughout the Na-
tion. 

We cannot afford to sit by the side-
lines and bemoan this problem, taking 
little action while millions of Amer-
ican families suffer. The House of Rep-
resentatives has acted and we should 
do the same. 

Immediately upon its passage 
though, we were besieged by com-
plaints about House legislation, prin-
cipal among them the complaint that 
it overrides State insurance law. 
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I give the Health, Education, Labor 

and Pensions Committee Chairman 
MIKE ENZI a lot of credit. 

Chairman ENZI didn’t sit idly by. 
He studied the House bill, he held ex-

tensive hearings, and then he drafted a 
compromise that resolved many of the 
concerns expressed about the House 
bill. This was no easy job. 

Immediately, the HELP Committee 
effort—a solid effort I might add—was 
besieged by criticism. Much of this 
criticism I must hasten to add, is not 
valid. 

‘‘It isn’t going to cover cancer care,’’ 
the naysayers decry. 

‘‘It isn’t going to cover diabetics and 
their supplies,’’ they allege. 

‘‘It isn’t going to cover prenatal care 
or OB/GYN care for women,’’ is a re-
cent complaint. 

‘‘It is going to run chiropractors, po-
diatrists and optometrists out of busi-
ness,’’ say hundreds of form letters 
that have flooded our offices. 

The problem is, these complaints 
aren’t even true. While the standard 
plan employees must be offered under 
this bill may not cover all those 
things, S. 1955 clearly provides an al-
ternative. Employees must be offered 
an enhanced plan, based on the cov-
erage that public employees receive in 
the five most populous States, if their 
employer’s standard plan is not con-
sistent with State law. 

Most, if not all, of these services 
would be included in those enhanced 
plans that employers must offer under 
S. 1955. 

But, let’s talk about our basic goal 
here. 

We want to provide affordable health 
insurance coverage to those who cur-
rently do not have coverage. 

If we could afford to give them cov-
erage for every possible illness, condi-
tion, or procedure, if small businesses 
could afford to give them coverage for 
every possible illness, condition or pro-
cedure, don’t you think it would have 
been done by now? 

Of course it would. 
That is the genius of the Enzi bill. It 

allows a basic level of coverage—per-
haps not every single service imag-
inable, but good solid health care in-
surance—and for those who want to 
pay more, there is a plan with more 
coverage. 

In that way, the millions of Ameri-
cans without health insurance will 
have access to coverage. 

You may ask yourself, ‘‘Who doesn’t 
have health insurance coverage?’’ 

Today, over 45 million Americans do 
not have health insurance. 

Over 25 percent of self-employed indi-
viduals are uninsured. 

Over 30 percent of people who work 
for small businesses with fewer than 25 
employees are uninsured. 

Over 20 percent of the people who 
work for small businesses with fewer 
than 100 employees are uninsured. 

Something clearly needs to be done. 
And that’s why we are here, today, 

debating S. 1955. 

I want to illustrate why passage of 
this legislation is necessary. 

Ramona Rudert and her husband, Mi-
chael, have owned Professional Auto-
motive Equipment in North Salt Lake 
for 28 years. They have 12 employees 
and they offer health insurance to 
them. 

The Ruderts contribute $200 per 
month to their employees’ health care 
premiums. 

Their employees have to pay approxi-
mately $500 per month for family cov-
erage. 

Their health insurance plan has a 
$1000 deductible. 

So at least there is potential cov-
erage. But here’s the kicker: only one 
of Professional Automotive Equip-
ment’s 12 employees decided to be cov-
ered by their company’s health policy, 
besides the Rudert family. The rest of 
their employees cannot afford it. 

The interesting twist about this 
story is that Ramona and Michael have 
a daughter with juvenile diabetes. 
They recognize that the basic plan may 
not cover all the services their daugh-
ter needs. 

But when asked why she supports S. 
1955, Mrs. Rudert replied that she is 
‘‘always looking for ways to improve 
her employees’ access to health care’’ 
and that while she has a daughter with 
Type 1 diabetes, her greatest concern is 
about the affordability of insurance 
premiums for her employees.’’ 

Passage of this bill is the top priority 
for Mr. and Mrs. Rudert, and thousands 
of Utah businesses. They recognize 
that affordability is a key component 
to making that happen. 

Let us not make perfect the enemy of 
the good. 

It is an economic fact of life that a 
Federal requirement for small busi-
nesses to cover every small business 
employee for every possible health 
care-related service is neither appro-
priate nor affordable. 

Those who decry this bill because it 
does not guarantee small business em-
ployees a comprehensive plan, must be 
reminded that most employees of small 
businesses do not have a choice today, 
if they are fortunate to have health in-
surance coverage. The legislation be-
fore the Senate will create new options 
for small businesses and, the potential 
for more choices. 

Today, smaller employers do not 
have the purchasing power of larger 
employers. If they offer different types 
of health plans to their employees, the 
administrative costs of offering these 
choices are much higher for small em-
ployers. 

But by leveraging their combined 
purchasing power, some local small 
business associations are offering plans 
that give employers more choice. I be-
lieve that similar models could be cre-
ated regionally and nationally through 
S. 1955 through regional and national 
associations. 

The goals of S. 1955 are simple. We 
want to create more affordable health 
insurance options through choice and 
competition. 

And we want to end the decades-long 
deadlock and give real relief to Amer-
ica’s small businesses and working 
families. 

Who can argue with that? 
And small businesses support the 

freedom to band together across state 
lines, even without self-funding. Insur-
ance companies support the creation of 
a level playing field with Small Busi-
ness Health Plans. 

Most important, according to a Mer-
cer study released on March 7, 2006, it 
is predicted that costs will go down 12 
percent for small employers and cov-
erage of the working uninsured will go 
up 8 percent, approximately 1 million 
more working Americans. 

An added benefit is that the Congres-
sional Budget Office, CBO, believes 
that passage of S. 1955 will reduce net 
spending in the Medicaid Program. 
This is due to the enrollment in em-
ployer-sponsored insurance plans of 
people, who under current law, would 
be covered by Medicaid. 

CBO estimates that enacting S. 1955 
would reduce direct spending for the 
Federal share of Medicaid expenditures 
by $235 million over the 2007–2011 period 
and $790 million over the 2007–2016 pe-
riod. In addition, the bill would result 
in estimated Medicaid savings to 
States totaling $180 million over the 
2007–2011 period and $600 million over 
the 2007–2016 period. 

CBO estimates that by 2011, approxi-
mately 600,000 more people would have 
health insurance coverage. The major-
ity of these newly covered individuals 
would be employees of small companies 
and their dependents. 

S. 1955 has been endorsed by a host of 
organizations: The Small-Business 
Health Plan Coalition; the National 
Association of Realtors; the Chamber 
of Commerce, the National Federation 
of Independent Business; the National 
Restaurant Association; the National 
Association of Manufacturers; the As-
sociated Builders and Contractors; the 
National Association of Home Builders; 
the National Retail Federation; the As-
sociation Healthcare Coalition; the 
Textile Rental Services Association of 
America; the Motor & Equipment Man-
ufacturers Association; the Precision 
Metalforming Association; the Amer-
ican Council of Engineering Council; 
Women Impacting Public Policy; Na-
tional Association of Wholesaler-Dis-
tributors; Wendy’s International which 
includes Tim Hortons, Wendy’s, Baja 
Fresh and Cafe Express; Cendant Cor-
poration; American Institute of Archi-
tects; Federation of American Hos-
pitals; National Funeral Directors As-
sociation; HR Policy Association; 
Motor & Equipment Manufacturers As-
sociation; and the Society of American 
Florists. 

Mr. President, that is an impressive 
list of supporters. 

And I believe that the main reason 
that we have such an impressive list is 
due to the leadership of the Chairman 
MIKE ENZI. 

He and his staff did something that 
the Senate has not been able to do for 
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over a decade report small business 
health legislation out of the Senate 
HELP Committee. 

For months, Chairman ENZI spear-
headed meetings with the major stake-
holders of this legislation the insur-
ance companies, the small business 
groups, and the insurance commis-
sioners. These meetings produced the 
bill that we are considering today. 

Again, my colleagues may ask them-
selves, is this bill really needed? Will it 
truly make a difference? 

Just last week a 42-year-old woman 
from Provo, Utah called my office. 
Both she and her 9-year-old daughter 
are diabetics. And she had heard from 
the American Diabetes Association 
that S. 1955 would hurt their health 
coverage. 

But as my staff explained the bill’s 
important role in allowing small busi-
nesses to provide insurance for their 
employees, including diabetics, she be-
came very emotional. She recalled 
how, several years ago, she had her own 
small business. And buying health care 
for her employees was forcing her to-
ward bankruptcy. So my constituent 
had to take away their health insur-
ance. This was extremely difficult for 
her because she herself had a chronic 
illness and fully understood the impli-
cations. She ended up with an indi-
vidual health insurance policy. And she 
found that for the same insurance cov-
erage that she had had in her group in-
surance policy, she had to pay nearly 
twice as much. 

This happened for two reasons. First, 
as an individual, she was not eligible 
for the tax benefit that supports the 
cost of insurance paid through employ-
ers. And, second—because she had dia-
betes, a chronic illness, her insurance 
rating caused her to pay significantly 
more than someone without that dis-
ease. There was no risk pool for her to 
join. 

Passage of S. 1955 could have pre-
vented these problems. 

I urge my colleagues to think about 
the health care needs of small business 
employees in their states before voting 
on this legislation. This legislation 
will improve their health care options. 
Today, they rarely have options when 
it comes to health insurance and when 
they do, it is extremely expensive. 

Let me conclude by sharing the sen-
timents of Chris Kyler, the CEO of the 
Utah Association of Realtors. 

Small business owners in Utah are facing a 
growing crisis with health care availability 
and affordability. Our profession represents 
17% of Utah’s gross state product and yet 
we’re arguably the most uninsured working 
segment in our state simply because we’re 
small business people. As productive contrib-
utors to the economy, as a younger, 
healthier populous, we’re supportive of S. 
1955 because it will provide us with the op-
portunity to purchase affordable health in-
surance. 

I believe that Mr. Kyler’s sentiments 
sum up why the Senate needs to pass 
this legislation as soon as possible. I 
urge my colleagues to support this leg-
islation so that employees of small 

business will have access to affordable 
health care. 

I yield the floor. 
Mr. ENZI. Mr. President, I yield the 

remainder of the time to the Senator 
from Maine. 

The PRESIDING OFFICER (Mr. 
BURR). The Senator from Maine. 

Ms. SNOWE. Mr. President, how 
much time will that be? 

The PRESIDING OFFICER. The ma-
jority has 9 minutes remaining. 

Ms. SNOWE. Mr. President, I thank 
Chairman ENZI for yielding the time as 
well as for his leadership in bringing 
this legislation to the floor, legislation 
that is so critical and vital to the fu-
ture well-being of small businesses, I 
know in my State and across America. 

As chair of the Small Business Com-
mittee, I know firsthand that this cri-
sis is real. It is an undue burden on en-
trepreneurs throughout this country, 
and it certainly didn’t develop over-
night. Now we have a solution at hand, 
if we are all willing to forge the con-
sensus necessary to make it happen. 

This issue is all the more critical 
when you consider the fact that today 
nearly 46 million Americans are unin-
sured. That is an increase of over 4 mil-
lion people since 2001. According to the 
Employee Benefit Research Institute, 
of the working uninsured, who make up 
83 percent of our Nation’s uninsured 
population, 60.6 percent either work for 
small business with fewer than 100 em-
ployees or are self-employed. 

There should be no doubt or question 
that the time has long since come to 
pass this legislation that will at once 
assist our small businesses in accessing 
affordable health insurance for their 
employees and their families while as-
suring more of those employees can ac-
tually have health insurance. 

For this past decade, health insur-
ance premiums have exploded at dou-
ble-digit percentage levels and far out-
paced inflation and wage gains, and 
Congress has failed to act. Study after 
study has confirmed beyond a doubt 
that fewer and fewer small businesses 
are able to offer health insurance to 
their employees. Little has been done 
to alleviate the problem. Quite simply, 
it has been an abrogation of responsi-
bility. 

As chair of the Senate Committee on 
Small Business and Entrepreneurship, I 
have held hearings on this question. 
Small business owners in Maine and 
across America have consistently and 
repeatedly begged Congress for relief. 
They need competition in the market. 
They need to be able to offer this to 
their own employees and their fami-
lies. 

That is why I originally introduced 
the Small Business Health Fairness 
Act which would have allowed the cre-
ation of association health plans to 
offer uniform health plans across the 
country, allowing small businesses to 
leverage their purchasing power on a 
national basis. This week, for the first 
time, thanks to the leadership of 
Chairman ENZI in bringing this legisla-

tion to the floor from his committee, 
the full Senate will be trying to resolve 
many of the issues, many of the dif-
ferences of positions and perspectives 
everybody has on this question. 

I thank the majority leader for mak-
ing this legislation the key component 
of Health Week in the Senate. 

I also thank my friends on both sides 
of the political aisle, Senator BYRD, 
who has cosponsored my initiative 
originally, Senator TALENT, who initi-
ated this effort when he was chair of 
the Small Business Committee in the 
House, and the same is true for my 
predecessor, Senator BOND, when he 
was chair of the Small Business Com-
mittee, for helping to move this issue 
to the pivotal point where we are 
today. 

I also thank Senator KERRY as rank-
ing member of the Small Business 
Committee because we also modified 
my original bill, worked on another 
consensus bill that would have been a 
modification based on regional associa-
tion health plans. I thank him for his 
effort. Again, that was another at-
tempt to bridge these efforts across the 
aisle. 

But I most especially recognize Sen-
ator ENZI’s work and his commitment 
in moving this bill, holding the hear-
ings, trying to reconcile the dif-
ferences. 

This week is not about engaging in 
heated partisan debate to create issues 
for the upcoming election. What this 
should be all about is providing solu-
tions to small businesses and Amer-
ica’s uninsured for the much needed re-
lief they certainly deserve. 

We are trying to do everything we 
can to resolve some of the issues. I 
know there are some concerns, as there 
were with my initial legislation and as 
there is with Chairman ENZI’s bill now 
before the Senate. A couple of those 
issues are, of course, preemption of 
mandated benefits. I hope to be able to 
address that question with an amend-
ment so, hopefully, we can reconcile 
some of the differences across party 
lines, across philosophical perspec-
tives, so we can get the job done. 

There are some concerns about the 
changes in community ratings. I know 
that is a particular issue for my State 
as well. I understand the chairman will 
address that issue in his managers’ 
amendment. 

What we are all here about today is 
what can we do to address the under-
lying concern that small businesses 
have across America. This is a sum-
mary of their foremost concern—in-
creasing health insurance costs for 
themselves and for their employees and 
their families to the point, as I think 
we all recognize, small businesses are 
unable to offer this crucial benefit at a 
time when they need to be competitive 
with larger companies because they 
cannot afford, they simply cannot af-
ford to provide health insurance. 

If they can afford it, it is cata-
strophic coverage, it is a $5,000 or 
$10,000 or $15,000 deductible at best that 
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they are able to offer. That is why I in-
troduced the initial association health 
plans, to give fairness to the market, 
especially to the small group markets 
such as the State of Maine. The State 
of Maine is a small group market and, 
guess what, there is no competition. No 
competition means higher prices. High-
er prices means virtually no health in-
surance. 

That is why I offered the association 
health plan. That is why Chairman 
ENZI is doing what he is doing here 
today, to try to bridge the differences 
so we can move and advance this proc-
ess forward because it is good for all of 
America. 

Small business is the engine that is 
driving the economy. Two-thirds of the 
job growth occurring in America today 
is emanating from small businesses. So 
it is important to ensure their well- 
being. 

By offering the mechanisms that are 
proposed in Chairman ENZI’s legisla-
tion, the small business health insur-
ance plan will help with uniformity as 
well. Because 50 States have 50 sets of 
administrative rules, regulations, and 
mandates, it is virtually impossible to 
have a uniform standard nationwide. 
This will allow small businesses to be 
basically on par with Fortune 500 com-
panies and unions. After all, no one is 
ever complaining about Fortune 500 
companies and unions’ plans. In fact, 
they are the most generous in America. 
So if they are good for Fortune 500 
companies, if they are good for unions, 
why can’t they be good for small busi-
nesses? That is what it is all about. 

Now people say these associations 
will not design good plans. If you want 
to attract members to the plan, if you 
want people to join your plan, obvi-
ously you are going to ensure that you 
design these plans which will be the 
most attractive to the greatest number 
of people who join up in these associa-
tions. After all, it is in the interests of 
small businesses to have attractive 
plans for their employees because they 
have to compete with large employers 
to get good employees, to get skilled 
employees. If they don’t have this cru-
cial and vital benefit, they do not at-
tract the kind of employees they need 
to make their business successful. That 
is what it is all about. 

I hope we can reconcile our dif-
ferences through the amendment proc-
ess, with what I hope to offer as 
amendments and what others will 
offer, that can lead us to our goal of 
addressing the fundamental question 
for small businesses in America that 
ultimately will help mitigate the prob-
lem of the uninsured that is ever grow-
ing in America as well. 

As we engage in this debate this 
week, in the end I hope we can come to 
a conclusion with a reasonable com-
promise that will become law. That is 
what it is all about. I know people have 
differences of opinion. But I don’t 
think there ought to be a difference of 
opinion in the final analysis when we 
address all the issues—the ones that 

Chairman ENZI addressed to bridge the 
gap, the ones that my amendment will 
do, and others might do—which will ul-
timately get us to the point of begin-
ning to resolve this crisis. 

The fact remains that we are seeing 
fewer and fewer small employers that 
are providing health insurance for 
their employees. 

If you look at this chart, only 47 per-
cent of the smallest businesses in 
America—those with three to nine 
workers—offer health insurance. It is 
on a declining trend—down to 52 per-
cent, and down to 58 percent in 2002—in 
sharp contrast to the 98 percent of 
larger businesses with 200 or more 
workers that are offering health insur-
ance as a benefit. 

For small businesses, things are 
trending in the wrong direction. Then 
you look at the small group market-
places in States such as Maine, which 
is what this essentially is all about. As 
we learned from the Government Ac-
countability Office study that Senator 
TALENT and I requested, Blue Cross- 
Blue Shield is actually consolidating 
their market share in a number of 
States across the country. In fact, 44 
percent are in group markets. 

I hope we can begin to reconcile 
these differences and do what I think 
this Congress can do for the first time 
that we have had the opportunity to 
do. Let us not deny small businesses 
and their employees this one chance to 
do it. Time has long since passed for 
action. 

The PRESIDING OFFICER. The Sen-
ator from Oregon. 

Mr. WYDEN. Mr. President, before 
she leaves the floor, I want to express 
my thanks to the distinguished Sen-
ator from Maine for working so closely 
with me on health care issues. I expect 
that before long Senator SNOWE and I 
will be offering our bipartisan amend-
ment to lift the restriction on Medi-
care that bars Medicare from bar-
gaining to hold down health care costs. 
Senator SNOWE and I have worked on 
this for over 3 years. We recently got 54 
votes in the Senate to win passage of 
this bipartisan effort. I thank her for 
all the good work she is doing in the 
health care field and look forward to 
when she offers our bipartisan amend-
ment before too long and to pros-
ecuting this cause on behalf of senior 
citizens and taxpayers alike. 

Mr. President and colleagues, no 
other health policy in America is more 
objectionable to the people of this 
country than preventing Medicare from 
bargaining to hold down health care 
costs. 

This restriction that bars Medicare 
from bargaining to hold down health 
costs simply defies common sense. The 
restriction that bars Medicare from 
bargaining to hold down health costs is 
contrary to what goes on in the private 
sector of this country every single day. 
It certainly is contrary to the needs of 
this program and the taxpayers of this 
country when we see the Federal budg-
et deficit exploding every time we turn 
around. 

It seems to me that to have Medicare 
actually barred from bargaining to 
hold down prescription costs simply de-
fies the sensible approaches that we 
have always taken in holding down 
health costs. That approach is to use 
your bargaining power and the capac-
ity to argue on behalf of large numbers 
of people. That is using marketplace 
forces to really make a difference. 

The way Medicare is buying prescrip-
tion drugs under this program is like 
somebody going to Costco and buying 
toilet paper one roll at a time. Nobody 
would ever go shopping that way. Cer-
tainly when steel companies, auto com-
panies, any major manufacturing con-
cerns first sit down with a vendor, they 
ask: What kind of deal will you give me 
on the basis of the large volume of this 
product that I am going to be pur-
chasing? Not Medicare. Medicare won’t 
do what everyone else does all across 
this country every single day. 

It is especially important that Medi-
care use this bargaining power, given 
what the American Association of Re-
tired Persons has found recently in a 
report they released to us on the cost 
of prescription drugs. The AARP re-
leased a report in February of 2006 that 
found brand name medications most 
commonly used by older people rose al-
most twice the rate of inflation in 
other areas of health care. 

So here is a chance to actually save 
money for senior citizens and tax-
payers. We can especially expect to see 
savings when you have single-source 
drugs for which there is absolutely no 
competition. There are concrete cases 
where the Federal Government says we 
are not going to allow price controls, 
we are not going to allow the establish-
ment of a one-size-fits-all formulary, 
but we are going to say that the Gov-
ernment is going to be able to bargain, 
and that approach will make a real dif-
ference. 

I know some colleagues think any ef-
fort by the Government to allow bar-
gaining to hold down the cost of medi-
cine will lead to price controls. The 
amendment which Senator SNOWE and I 
expect to file before long is very clear. 
It does not permit price setting or the 
creation of a formulary. All it says is 
the Federal Government, and in effect 
the seniors of this country, would be 
able to go into the market and use 
their clout just like any other big pur-
chaser could to hold down the cost of 
medicine using marketplace forces. 

As colleagues consider this particular 
approach I hope—I know the distin-
guished President of the Senate has a 
great interest in pharmaceuticals and 
prescription drugs—that colleagues 
will look at what Senator SNOWE and I 
advocate. In that amendment, on page 
3, lines 2 through 8 make it clear that 
we are opposed to price controls. We 
have continually tried to address this. 
We are not in favor of price controls. 
We are not in favor of establishing a 
one-size-fits-all formulary or insti-
tuting a uniform price structure of any 
kind. All we are saying is that the Fed-
eral Government ought to have a 
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chance to do some hard-nosed bar-
gaining the way everybody else does to 
hold down the cost of prescription 
drugs. 

Secretary Tommy Thompson, former 
Secretary of Health and Human Serv-
ices, said that the one power he wanted 
as he left office and was denied by the 
Congress was the opportunity to nego-
tiate when necessary to hold down the 
cost of prescription drugs. 

This amendment would ensure that 
the prescription drug benefit is sus-
tainable without interfering with mar-
ketplace forces and would simply say 
that the Federal Government could le-
verage the marketplace just as any 
other big buyer of a product does. 

To date, millions of seniors have en-
rolled in this program and, of course, 
they are realizing some savings on 
their prescription drugs. We are glad to 
see that, but it has come about pri-
marily through the infusion of tax-
payer money. 

What I and Senator SNOWE would like 
to do is bring about some savings—not 
just by pouring more and more tax-
payer money into this program but by 
using marketplace forces to protect the 
interests of seniors and our taxpayers. 

Prohibiting Medicare from negoti-
ating for drug prices was an overreach. 
I know of no other industry in the 
United States that has power like this. 
We don’t see any other industry that 
does business with the Federal Govern-
ment in which discussions and negotia-
tions with the Federal Government is 
specifically barred. Everybody else has 
to sit down across the table from the 
Government representing the interests 
of our taxpayers and get into the nuts 
and bolts of negotiating the best deal 
for a particular group of Americans. 
We need to end this special treatment, 
this favoritism, this unwarranted pref-
erence that only the prescription drug 
industry has and give our Government 
the bargaining power that is needed so 
that seniors and taxpayers can be pro-
tected through marketplace forces. 

Some who are opposed to what Sen-
ator SNOWE and I want to do have said 
that we are already seeing some nego-
tiations. Of course, that is true. Having 
voted for this program and wanting to 
see it work—I have welts on my back 
to show for that—I am pleased that we 
are seeing some discussion among 
health plans and others. But I think we 
will see a whole lot more opportunity 
to contain costs and contain them 
through marketplace forces if we untie 
the hands of the Secretary, as the pre-
vious Secretary of Health and Human 
Services, Tommy Thompson, sought to 
do. I believe we ought to take every 
possible step to save every possible 
nickel to protect seniors and tax-
payers, and lifting this absurd restric-
tion on Medicare bargaining power will 
do just that. 

I cannot for the life of me conceive of 
a rational reason Medicare should not 
have the same power to negotiate just 
the way other smart shoppers do across 
this country. Every smart shopper in 

the private sector—every single one— 
wants the kind of opportunity that I 
and Senator SNOWE are advocating. 

I don’t know of any private entity, 
whether it is a timber company in my 
home State or a big auto company or 
anybody else who doesn’t sit down 
across the bargaining table and ask, 
what are we going to do to work some-
thing out that reflects the fact that I 
am going to be buying a lot of some-
thing? Why shouldn’t Medicare, if it 
believes it is warranted, have that au-
thority in effect as a standby? 

Senator SNOWE and I have been crys-
tal clear in saying that there is a dif-
ference between negotiating and bar-
gaining and price controls and uniform 
formularies. We would say to our col-
leagues: Look at our proposal just as 
we did in the one that received 54 votes 
recently. We spell it out. We lay it out 
on page 3 of our amendment, lines 2 
through 8. We stipulate no price con-
trols, no uniform formulary, no par-
ticular kind of one-size-fits-all price 
structure in any way. 

I would like to, along with Senator 
SNOWE, offer a market-based, com-
prehensive cost containment to help 
hold down the cost of prescription 
drugs in our country. 

I am glad we are discussing Medicare 
this week. I think it is high time. I tell 
colleagues that no other health policy 
in America is more objectionable than 
the one that prevents Medicare from 
bargaining to hold down health care 
costs. It is time to inject some common 
sense into the Medicare drug benefit. 
Giving Medicare bargaining power to 
millions of senior citizens through 
Medicare is economics 101. If it is im-
portant to the seniors of this country, 
it is important to taxpayers. 

We expect to bring a bipartisan pro-
posal to the floor of the Senate this 
week. We all know we could sure use 
some bipartisanship around here at 
this critical time. I hope colleagues 
will, as they did a few weeks ago, show 
strong bipartisan support for our pro-
posal. If we are serious about reining in 
health costs, and the American people 
say it is at the top of their agenda, you 
have to lift this restriction that bars 
Medicare from bargaining. We expect 
to be filing the bipartisan Snowe- 
Wyden amendment before long. 

We hope, as we did on the last occa-
sion when we voted on this, we will 
have a strong majority in the Senate in 
support of a commonsense, practical 
way to protect senior citizens who are 
buying prescription drugs and are tax-
payers at the same time. 

I yield the floor. 
The PRESIDING OFFICER. The Sen-

ator from Michigan. 
Ms. STABENOW. Mr. President, I 

thank my colleague from Oregon for 
his incredible leadership on something 
that makes so much sense, negotiating 
group prices under Medicare. 

Why in the world wouldn’t we want 
to get the best price? Taxpayers want 
us to get the best price. Seniors want 
us to get the best price. The disabled 

want us to get the best price. Why in 
the world wouldn’t we want to do ev-
erything possible to have a Medicare 
prescription drug benefit that offers 
the very best prices so we can offer as 
much coverage as possible? One of the 
things we know, the gap in coverage is 
partly because we are paying so much 
for the whole plan. We could give peo-
ple more coverage and spread it out dif-
ferently if we were, in fact, negotiating 
group prices. 

I thank my colleague who has come 
to the Senate floor on so many occa-
sions. He always makes so much sense. 
I know the people in Oregon are proud 
of what he has done. 

To add to the discussion on Medicare, 
I am pleased we have Health Week. 
Even though I will speak at some later 
time in terms of the concerns I have 
about the underlying bill, we all chose 
to vote to proceed to debate on health 
care because there is nothing more im-
portant to the people we represent, 
whether it is the manufacturers I rep-
resent who are having to compete in a 
global economy and figure how to do 
that while paying so much of the cost 
of health care or whether it is small 
businesses, self-employed people who 
cannot find coverage at affordable 
prices, whether it is our seniors or 
whether it is women and children who 
need care. 

We have a serious issue when we 
spend twice as much on health care in 
this country than any other country 
and still have 46 million people with no 
insurance, 80 percent of them working. 

This is an important debate. Part of 
that debate, I believe because of the 
timing, needs to be to address what is 
happening with Medicare prescription 
drug coverage. Unfortunately, we are 6 
days away from a Medicare prescrip-
tion drug deadline. Right now, 6 days 
from now, folks are going to be penal-
ized if they have not signed up for a 
Medicare prescription drug plan, even 
though they are having to wade 
through a lot of information and misin-
formation in order to be able to figure 
out what to do, if anything. 

I am sure my colleagues have re-
ceived as many calls as I have received, 
thousands of calls and letters from peo-
ple all across Michigan about the trou-
ble they are having related to this 
Medicare prescription drug program— 
calls from pharmacists trying to help 
people figure what to do, spending 
hours on the phone, being put on hold, 
unfortunately, receiving inaccurate in-
formation too much of the time. We 
know there are serious issues that have 
come about because the Government 
has not gotten its act together, as we 
should, to be able to present them to 
people in a way they can understand 
and make sure it works for seniors and 
disabled. 

We know choosing a plan is ex-
tremely challenging and confusing. We 
have an obligation on our end to do 
something about that, not wait 6 days 
and penalize people because they have 
not signed up for a plan that they may 
not be able to figure out. 
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This is not because people are not 

bright. In Michigan alone there are at 
least 79 different plans to choose from. 
Each plan has a different premium, a 
different copay, covers different medi-
cines. Under the current law, as I indi-
cated before, anyone who does not go 
through these 79 plans, or whatever 
number they have in their State, by 
next Monday will find themselves pay-
ing a lifetime penalty, more for pre-
scription drugs than they would if they 
signed up before then. 

A decision about something that is so 
fundamental to a person’s health as 
their medicine should not be rushed. 
We should not be scaring seniors into 
picking a plan that may not work for 
them because of a penalty they will re-
ceive after next Monday. Unfortu-
nately, that is exactly what is hap-
pening. 

Unfortunately, I continue to believe 
the ‘‘D’’ in Medicare Part D stands for 
disaster. That does not mean some peo-
ple are not getting helped. We want 
people to be helped. We want people 
who have not otherwise had help to be 
able to receive it. That is a very impor-
tant point in this process because the 
administration has been talking about 
the 29.7 million seniors who are now 
covered, seniors and disabled who now 
have drug coverage under Part D. 

But what they are not saying, of the 
29 million, 20 million already had cov-
erage. They were covered under Med-
icaid, they were covered under private 
insurance, under a Medicare HMO. We 
are talking about less than 30 percent 
of those who have not had any help 
with their medicine, less than 30 per-
cent, have actually signed up so far. 

Is it because they do not want help? 
Of course not. It is because they are 
having challenges getting through the 
bureaucracy and trying to figure out 
what works for them and what does not 
work for them? 

I will share a story of a woman who 
called me yesterday. This exemplifies 
the thousands of calls and stories I re-
ceive in Michigan. A member of my 
staff spoke with Shirley Campbell from 
Midland, MI, yesterday, not far from 
my hometown. Shirley told my staff 
about the experience she and her sister 
had enrolling in Part D. First, they had 
a terrible time getting through to the 
so-called ‘‘help’’ line. 

By the way, the Government Ac-
countability Office says almost 60 per-
cent of the time folks trying to get 
through to the 1–800 Medicare number 
are getting incomplete or inaccurate 
information. That is stunning. We have 
to get our act together before we penal-
ize people for not signing up for a pro-
gram. 

She kept trying. Shirley kept trying. 
Once she got through, in response to 
her question, she was told, ‘‘I can’t an-
swer that question because the site is 
down.’’ She did not give up. She called 
back the next week and she called back 
the following week. Each time she had 
the same experience. She could not get 
an answer to her question because ‘‘the 

site is down.’’ This is the administra-
tion’s idea of a ‘‘help’’ line? It is not 
much help. 

Because Shirley could not get the in-
formation she needed from the admin-
istration, she called several plans and 
asked them all to send her their infor-
mation. Imagine how big that mailbox 
was. Then she and her sister sat down 
and spent more than 10 hours sifting 
through all the information they had 
received. They narrowed it down to six 
plans and began a thorough analysis. 

What did they find? From the six 
plans, all of the plans would cost Shir-
ley more than she is currently paying 
for the medications necessary for her 
rheumatoid arthritis. Six plans she 
narrowed it down to, and all of them 
would cost her more than what she is 
currently paying. Shirley currently 
does not have any coverage. Yet she 
would end up paying more under any of 
the six plans she studied. 

Think of that. We are trying to help 
people who do not have coverage, and 
less than 30 percent of the folks who 
have signed up have been people who 
did not have help before. Maybe it is 
because they were like Shirley, when 
they tried to find someone to help 
them, they found out they would be 
paying even more under this privatized 
scheme that has been set up than they 
are currently paying. 

She also told my staff that most of 
the plans would have cost her twice as 
much as she is now paying. But she 
ended up choosing a plan that would 
cost her more than what she is cur-
rently paying, even though she cur-
rently does not have any coverage. She 
says she signed up because she was 
worried about the looming May 15 en-
rollment deadline and the prospect of 
paying a penalty for the rest of her life. 

What sense does this make? Folks 
are seeing the clock count, 6 days 
away, until the May 15 deadline and 
penalty. And Shirley is so worried 
about what that means down the road, 
the cost she would be paying and a life-
time penalty, she signs up for a plan 
that costs her more than she is cur-
rently paying. I don’t believe Shirley 
or any senior should be rushed into a 
premature decision because of an arbi-
trarily determined deadline. That is all 
this is. There is nothing magical about 
May 15, nothing at all. 

Shirley worked in middle manage-
ment all her life. She had the ability to 
spend hours and hours wading through 
the plan, the brochures, the paperwork. 
In the end, she had to make a decision 
that leaves her worse off than she is 
today. 

Shirley wrapped up her experience of 
choosing a Part D plan by saying, ‘‘I 
never in a million years would have 
done anything like this to my staff.’’ 

She then asked my health legislative 
assistant to deliver the message to me 
that the Medicare Part D Program 
needs to be fixed. Amen. I could not 
agree more with Shirley. 

This is Health Week. This is the time 
to fix it. The first thing we need to do 
to fix it is to give folks more time. 

I am proud to be joining Senator 
BILL NELSON on legislation to extend 
the deadline to the end of the year. If 
given the opportunity, and I hope we 
will have the opportunity, we intend to 
offer that as an amendment, as we pro-
ceed with Health Week. People should 
not be penalized because the Govern-
ment cannot get its act together. Peo-
ple should not be penalized when al-
most 60 percent of the time when they 
call a hotline they cannot get the in-
formation they need, it is inaccurate or 
incomplete. That is not their fault. 

The whole point of this was to make 
sure we were helping people who were 
choosing between food and medicine, 
people who were choosing between 
medicine and paying the rent, the elec-
tric bill or gas prices right now. If that 
is not happening, why are we moving 
full steam ahead with some arbitrary 
deadline? Six days from now, folks are 
going to be penalized because the Gov-
ernment has been slow to get its act 
together, and they will be permanently 
penalized by paying more. 

Less than 30 percent of the people 
who do not currently get help paying 
for their medicines have actually 
signed up. That should say something. 
It should either say, it is not a good 
deal, and they found out they would be 
paying more, and they said forget it or 
it says to us that maybe we need to go 
back to the drawing board and make 
sure the right information, in the right 
way, is given out to people so they can 
make the best decision for themselves. 

I am also extremely concerned that 
in my home State of Michigan only 22 
percent of the 256,000 seniors eligible 
for low-income help, only 22 percent of 
those whom we said we wanted to help 
the most by waiving the premium and 
the copay, only 22 percent have signed 
up to get that extra help. 

Unfortunately, our low-income sen-
iors are caught twice because they 
have to pick a plan. They have to, 
similar to Shirley, wade through all 
kinds of plans. Then they have to sign 
up separately to be able to get low-in-
come help. 

I am pleased the administration has 
said they will allow low-income seniors 
to be able to sign up after May 15. I ap-
preciate that. That is a good start. Un-
fortunately, the penalty is not waived. 
Our lowest income seniors, even 
though they may be able to sign up in 
June, July, and August—and that is a 
good thing and I appreciate the admin-
istration doing that—I urge them to 
waive that penalty. It makes no sense 
if you allow people to sign up for extra 
help and then take it away through a 
penalty for signing up late. 

The final issue is our poorest seniors, 
our lowest income seniors in Michigan 
and individuals making less than 
$14,700 a year, our lowest income sen-
iors or the disabled, in too many in-
stances are actually paying more under 
this plan than they were before. Why? 
Because they were on Medicaid before 
for the low-income health care. In 
Michigan, that meant paying a $1 
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copay for a prescription, and that has 
doubled, tripled or gone higher. This 
also makes no sense. 

On top of that, those who were in 
Medicaid, our lowest income seniors, 
many in nursing homes, were auto-
matically enrolled sometime in the 
last few months, into a plan, regardless 
of whether it covered the medicines. 
We have said to the lowest income sen-
iors, many of them in nursing homes, 
you are signed up for a plan, and you 
have to go figure out whether it even 
helps you and how you are going to get 
out of it if it doesn’t help you. And, by 
the way, you are going to pay more. 

We can do better than this. I believe 
No. 1 is to stop the 6-day count. No. 1, 
we have to give folks more time to 
wade through all of this, to figure out 
what is going on, and we have to give 
some more time to the Government to 
get its act together. The administra-
tion is doing a disservice to people by 
the way this has been handled. Giving 
more time will allow that to happen. 

I am also very hopeful we are going 
to come back and come together and 
give people the one choice they really 
want. People do not want 70 plans. 
They are not saying: Oh, please, give 
me a whole bunch of insurance papers 
to wade through. Give me increased 
premiums. Give me all kinds of dead-
lines to deal with. What they said was: 
I need help with my medicine. 

We are blessed in this country to 
have more medicine available as a part 
of the way we allow ourselves to live 
healthier lives, longer lives, to be able 
to treat cancers, to be able to treat 
other chronic illnesses. Medicines are 
available now. But they are not avail-
able if they are not affordable. We can 
do better. 

Mr. President, I am hopeful at some 
point we are going to come back to this 
floor and give people the choice they 
want: A real Medicare benefit through 
Medicare, with a reasonable copay and 
premium, where you sign up and you 
can go to your local pharmacy, and 
Medicare negotiates good prices. That 
is what we ought to be doing. 

In the meantime, let’s stop the 
countdown to May 15. 

Thank you, Mr. President. 
f 

RECESS 

The PRESIDING OFFICER. Under 
the previous order, the hour of 12:30 
p.m. having arrived, the Senate stands 
in recess until 2:15 p.m. 

Thereupon, the Senate, at 12:32 p.m., 
recessed until 2:15 p.m. and reassem-
bled when called to order by the Pre-
siding Officer (Mr. VOINOVICH). 

f 

HEALTH INSURANCE MARKET-
PLACE MODERNIZATION AND AF-
FORDABILITY ACT OF 2006—MO-
TION TO PROCEED—Continued 

The PRESIDING OFFICER. Under 
the previous order, the time until 2:30 
shall be equally divided. 

The Senator from North Carolina. 

Mr. BURR. Mr. President, I am going 
to be here numerous times this week. 
This legislation is too important to 
have it shortcut. There is not enough 
time in the debate to say it all at one 
time. 

Last night, this body had the oppor-
tunity to vote on proceeding to 
changes to the liability crisis that ex-
ists in health care today, but the mi-
nority denied us the ability to move 
forward. They denied the ability of the 
American people to hear an honest de-
bate, to consider thoughtful amend-
ments, and then to judge up or down on 
the content of the legislation. 

They had two opportunities: liability 
that was reform for all medical profes-
sionals; and, then, liability that was 
only changed for those who are OB/ 
GYNs—that next generation of medical 
professionals who are going to deliver 
our grandchildren and our great-grand-
children, that profession that is going 
to regenerate the population of this 
country and, in fact, is suffering today 
because of the high rate of liability 
costs for the premiums they have to 
have. 

Now we are here. We are in debate— 
30 hours of debate—to see if we can pro-
ceed on a bill to bring small business 
group health insurance reforms into 
law, to enable small businesses in 
America to be able to price insurance 
for their employees in the same way 
large corporations are able to produce 
products for their employees. 

Today, small businesses’ choice is be-
tween nothing and nothing. It is not 
something and something. It is nothing 
and nothing. And what will we do? We 
will debate, for 30 hours, whether we 
should proceed. Some don’t believe this 
is important enough or, if it is impor-
tant enough, that there ought to be all 
sorts of changes to it that are unre-
lated to these millions of Americans 
for whom their employer cannot afford 
to provide health care. Why? Because 
they are not big. The marketplace dis-
criminates because they are small. 

Let me give you some statistics 
about North Carolina. In North Caro-
lina, 98 percent of firms with employ-
ees are small businesses. Ninety-eight 
percent of my employers are shut out 
of the ability to negotiate a reasonable 
cost of health care for their employees. 
Because of that, their employees have 
a choice between nothing and nothing. 

We will have 30 hours of debate to see 
if we are going to proceed in this body 
to provide something versus nothing— 
not something and something. How can 
anybody object to providing a choice of 
something for those who do not have 
an option today? 

Additionally, in North Carolina, we 
have 1.3 million uninsured individuals. 
And 898,000—almost 900,000—North 
Carolinians are uninsured individuals 
in families or on their own with one 
full-time worker. Those are all individ-
uals who potentially could be covered 
under an individual or a family plan. 

Of the 1.3 million who are uninsured 
in North Carolina, 900,000 could be af-

fected with this one piece of legislation 
in the Senate. But for the next 30 
hours, we will debate whether we pro-
ceed or never get to the process of an 
up-or-down vote; in other words, it is a 
choice as to whether we keep them 
with nothing and nothing and the unin-
sured numbers stay at 1.3 million or, in 
fact, we are going to provide something 
for North Carolina—900,000 people who 
today have nothing provided for them. 

Later today, I am going to come to 
this floor, and I am going to read for 
my colleagues real letters, handwritten 
letters—handwritten letters—from peo-
ple who live in North Carolina, whose 
choice is nothing and nothing. These 
are individuals who have the same 
health needs, individuals who would 
like to have health insurance but 
whose employers cannot afford it 
today, who want the opportunity in 
employer-based health care, but be-
cause of the way the system is designed 
today, it is not achievable because it is 
not affordable for them. 

We are here today and tomorrow, and 
we ought to be here as long as it takes 
to make sure Americans at all levels 
have choices between something and 
something. These 30 hours will deter-
mine, in fact, whether this historic in-
stitution will provide that for the 
American people or we will walk away; 
whereby, once again, the American 
people will be denied because some in 
this body do not believe there is a re-
sponsibility to move to a point where 
there is an up-or-down vote. Truly, 
people can look and say: You have my 
future in your hands. My health secu-
rity is in the hands of the Senate, the 
Members of the Senate, and whether 
they are going to, in fact, respond to 
that. 

Well, I think people in North Caro-
lina desperately want choice. I think 
they desperately want this bill. They 
want their employers to have the op-
portunity to be able to look at health 
insurance and to find it affordable. 
Why? Because that is their security. 
That is their ability to have coverage. 

My hope today is that the outcome of 
this legislation will not be a quick 
death such as last night with medical 
liability reform. We all agree health 
care is too expensive. We disagree on 
what the solutions are. But to end up 
with nothing, to deny the ability to 
move forward, to deny the ability for 
the American people’s voice to be 
heard through the amendment process 
on this floor is disgraceful. 

My hope is after these 30 hours we 
will proceed, we will have a robust de-
bate on the amendments, and, at the 
end of the day, the American people 
will have an opportunity for an up-or- 
down vote in the Senate. 

Mr. President, I yield the floor. 
The PRESIDING OFFICER. The Sen-

ator from New Jersey. 
Mr. MENENDEZ. Mr. President, 

today we are here in the middle of 
what is being called Health Week in 
the Senate. But rather than debating 
important lifesaving, life-enhancing 
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legislation that has bipartisan support 
and could actually deliver hope and 
promise to millions of Americans, the 
Republican leadership in the Senate 
has, instead, decided to continue their 
political posturing, business-as-usual 
approach to governing. 

It is no wonder the American people 
have become disillusioned with the 
leadership in Washington. Instead of 
debating and passing stem cell legisla-
tion that will end suffering and extend 
lives, we are again focusing on a par-
tisan proposal to limit patient options, 
even when they are harmed, for exam-
ple, through medical malpractice. 

Instead of passing stem cell legisla-
tion that will provide new treatments 
and cures for debilitating diseases, 
such as Alzheimer’s, juvenile diabetes, 
spinal cord injuries or cancer, we are 
debating a bill that would actually 
eliminate—eliminate—the health cov-
erage that many States currently pro-
vide to cover some of these very dis-
eases, that will cherry-pick, pitting the 
healthy versus older workers or those 
who have some chronic disease or ill-
ness. And where there is no insurance 
regulation, prices go up, insurance 
companies pick the healthy, and they 
discriminate against older workers and 
those who are less healthy. 

And they can deny coverage that 
States have thought important to have 
to meet the challenges of their indi-
vidual States, sometimes very uniquely 
so. 

So instead of wasting an entire week 
debating legislation that I believe ulti-
mately has no chance of passing, we 
owe it to the American people—to the 
millions of Americans and their fami-
lies suffering from life-altering disabil-
ities and diseases—to demonstrate our 
Nation’s full commitment to finding a 
cure and doing all we can to help their 
hopes and dreams come true. 

It has been almost 1 year since the 
House of Representatives passed the 
Stem Cell Enhancement Act, and yet 
the Senate still has not passed this 
vital legislation. I rise to urge the ma-
jority leader to do the same and bring 
this important legislation to a vote in 
the Senate. 

I was fortunate to have had the op-
portunity to vote in favor of the bill as 
a Member of the House, where we had 
broad bipartisan support for the pro-
posal. I believe that same bipartisan 
support exists in the Senate, which 
makes it even more difficult to under-
stand why we cannot come together 
and do something meaningful for those 
who are suffering. 

My support of stem cell research is 
partially a reflection of my home 
State’s commitment to innovation and 
discovery. In 2004, New Jersey became 
the second State in the Nation to enact 
a law that specifically permits embry-
onic stem cell research. We know that 
embryonic stem cells have the unique 
ability to develop into virtually every 
cell and tissue in the body. And we 
know that numerous frozen embryos in 
fertility clinics remain unused by cou-

ples at the completion of their fertility 
treatments. Why shouldn’t they be al-
lowed to donate those embryos to Fed-
eral research to save lives? We allow 
people to donate organs to save lives. 
Why couldn’t a couple, if they so chose, 
donate their frozen embryos instead of 
simply discarding them? 

The great State of New Jersey offers 
more scientists, engineers, and techni-
cians per capita than any other State, 
and I am proud to represent the inno-
vation and research taking place in 
New Jersey. Our State is not only 
known as the Garden State but also as 
America’s ‘‘Medicine Chest.’’ But for 
our State and our country to continue 
to compete globally with health care 
breakthroughs, it is going to take more 
than private and State support. It is 
going to take the support of our Na-
tion. It is going to take leadership that 
looks beyond politics. 

But, to me, similar to countless 
Americans and New Jerseyans, this 
issue is about more than our ability to 
compete as a nation. The promise of 
stem cell research is painfully per-
sonal. It means hope and promise— 
hope that people such as my mother 
who suffer from advanced Alzheimer’s 
disease might one day be cured from 
the loneliness and confusion caused by 
this horrible disease and the promise 
that future generations of families will 
not have to see their loved ones enter 
into a world of dementia that robs 
them of the best years of their lives. 

We hold the key to unlock that door. 
It is shameful that we have let partisan 
politics stand in the way of medical 
progress. We owe it to our parents, to 
our children, and our grandchildren to 
unlock that door. 

Diabetes, Alzheimer’s, cancer, Par-
kinson’s—none of these diseases boast 
a party affiliation. And we cannot let 
ours keep us from doing what is right. 

Today we have an opportunity to do 
what is right. But it is clear to me that 
the majority will again let that oppor-
tunity pass them by. I will continue to 
fight, along with many of my col-
leagues, to see that this bipartisan bill 
is debated on the Senate floor and be-
comes law. We can no longer afford to 
delay this bill when it holds the key to 
curing some of the most devastating 
and debilitating diseases of our day. As 
the bill waits in the wings of the Cap-
itol, children and adults alike wait for 
the cure they have been praying for. 

This is Health Week. What could bet-
ter demonstrate our commitment to 
the health of this country than full 
Federal support for embryonic stem 
cell research? This bill has the poten-
tial to make a profound and positive 
impact on the health of millions of 
Americans. All we need is the leader-
ship to bring the bill to the floor for a 
vote for the humanity of our Nation 
and for the mothers, fathers, brothers, 
sisters, sons, and daughters across this 
country who are suffering or watching 
a loved one suffer. 

This bill means so much more than 
ending restrictions placed on stem cell 

research. This bill means hope and 
promise to countless Americans. 

I yield the floor. 
The PRESIDING OFFICER. The Sen-

ator from Kansas. 
Mr. ROBERTS. Mr. President, like 

many of my colleagues, I rise today in 
support of S. 1955, the Health Insurance 
Marketplace Modernization Act. As a 
member of the Health, Education, 
Labor, and Pensions Committee, I am 
proud to have worked on this legisla-
tion and to lend my support as a co-
sponsor. 

First and foremost, I thank Chair-
man ENZI and Senator BEN NELSON, 
who have worked so hard on this legis-
lation. The chairman and Senator NEL-
SON did what many thought was impos-
sible: they got the health insurers, 
State insurance commissioners, and 
the small business community to sit 
down together and work to find a com-
promise for small businesses. After 
over 10 years of deadlock, the Senate is 
finally considering a solution that will 
provide real relief to small businesses. 
This is truly a milestone. It has been 
said before, I am sure many times, that 
the House has passed this eight times, 
and we have yet to find a solution. Now 
is the time. 

Like many rural States, the Kansas 
economy is built on thousands of small 
businesses. Whether it is the farm im-
plement store or the local pharmacy, 
the beauty salon or the downtown cof-
fee shop, these small businesses and 
their employees are the backbone of 
our communities. They are what we 
are all about. But one nagging problem 
for virtually every small business 
owner is the high cost of providing 
health insurance. Most small busi-
nesses can’t even afford to offer health 
insurance to their employees, forcing 
many to go without health coverage. 

In Kansas, only about 41 percent—not 
even 50 percent, not even half—of our 
small businesses offer any health insur-
ance coverage. This is in stark contrast 
to the 97 percent of our larger busi-
nesses that offer health insurance to 
their employees. Without such health 
insurance coverage, employees are vul-
nerable to huge health care debts of 
their own, and it is harder for small 
employers to attract a good worker. I 
have literally heard from hundreds of 
Kansas small business owners and en-
trepreneurs, local Chamber of Com-
merce members over the years who say 
they are forced to choose between stay-
ing in business or providing the health 
care they deserve to their hard-work-
ing employees. 

Take for example Kimberly Smith of 
Andover, KS. Kimberly has three chil-
dren, including a 3-year-old with a mild 
heart condition. She is self-employed. 
She is a realtor. She is a good realtor. 
Like many, she does not have access to 
affordable health insurance. Because of 
this, Kimberly and her family have 
been forced to go without health insur-
ance coverage, and now she must pay 
all of her medical costs out of her 
pocket. 
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Denise Breason from Lawrence, KS, 

is also facing the same crunch to find 
affordable health care. Even though 
Denise is a hard-working small busi-
ness employee, she has been without 
health insurance for over a year and a 
half and had to stop taking all of her 
medications because she could no 
longer afford them without health in-
surance. 

Denise Hulse and her husband went 
without health insurance for their fam-
ily for years. They prayed their chil-
dren would remain healthy so they 
would not have to make a visit to the 
doctor or the emergency room. In the 
end, her husband was forced to let his 
small business go and take a low-pay-
ing job, just because it came with 
health insurance. To quote Denise: 

It is sometimes very hard just making it in 
the small business community, and very few 
small business owners are rich enough to be 
able to afford the high costs of health insur-
ance for their families. 

Another small business owner in 
Kansas told me he is paying over $2,000 
a month each month in premiums 
alone for health insurance for his fam-
ily. This is more than his house pay-
ment, more than his utility bills and 
grocery expenses, all combined. 

These stories go on and on, not lim-
ited to my home State of Kansas. I 
heard these stories when I had the 
privilege of serving in the House of 
Representatives. Eight times we ap-
proached this issue. Eight times we 
passed a bill. Now it is our turn in the 
Senate, and it is long overdue. I hear 
these stories from small business own-
ers and employees across the country. 
Small businesses all share one main 
concern: finding affordable health care 
insurance. 

This is why I am asking my col-
leagues today to support and pass the 
Health Insurance Marketplace Mod-
ernization Act. The real question is, Do 
we take it up? Do we vote for cloture? 
Or do we let the House pass the bill the 
ninth time while we sit in the Senate 
and do nothing for those who cannot 
afford health insurance? I cannot imag-
ine us doing that at this particular 
time. 

This legislation allows small busi-
nesses to pool together through an as-
sociation and offer health insurance. 
Everything has to have an acronym in 
Washington. This one does, too. It is 
SBHP. I won’t venture into what that 
acronym will be called, but it stands 
for small business health care plan. It 
is going to give small businesses an af-
fordable choice for health care. 

The legislation is built on the fact 
that small businesses, unlike large 
companies such as Microsoft or others, 
or unions, do not have the power to ne-
gotiate affordable prices for health 
care. 

The concept of small business pooling 
together is not new. I supported legis-
lation when I served in the House. In 
fact, the association health plan legis-
lation has passed the House numerous 
times over the years without any ac-

tion in the Senate. Now we finally have 
a solution that will provide meaningful 
relief to small businesses across Kansas 
and the country. We all know small 
businesses face many pressures in run-
ning the businesses. I believe we must 
enact commonsense policies to over-
come these hurdles. We should allow 
the local farm implement dealer to 
pool together with other dealers in 
Kansas and across the Nation to pur-
chase affordable care. 

Kimberly Smith should no longer 
have to worry about finding affordable 
health insurance for her children. 
Denise Breason should not have to stop 
taking her medications just because 
she works for a small business and can-
not afford her care. Denise Hulse and 
her husband should not have been 
forced to let go of their small business, 
their dream they loved, just to find af-
fordable health coverage. Instead, we 
need to find these hard-working folks 
affordable options that allow them to 
continue to contribute to our small 
communities, rural and smalltown 
America. This is why I support the leg-
islation. 

As I stand before my colleagues 
today, I know there have been strong 
concerns expressed about this and pre-
vious association plan proposals. How-
ever, the small business health plans 
that are created under this bill have 
the necessary protections in place to 
address these concerns. I would like my 
colleagues who have concerns to please 
pay attention. 

The small business health plans will 
be regulated by the States, not the 
Federal Government. The small busi-
ness plans will have to play by the 
same set of rules as other small group 
health plans. They must purchase their 
insurance through the regular insur-
ance market. They cannot self-insure. 
Finally, the SBHPs may offer coverage 
that varies from State benefit man-
dates, but they must also offer an al-
ternative plan that provides com-
prehensive coverage. This gives the 
consumer a choice in choosing a health 
plan that best fits their needs, and that 
is the key. 

I have heard concerns from organiza-
tions and individuals who fear this bill 
will take away their coverage for can-
cer screenings, mental health benefits, 
or any other mandates required by 
State law. However, I stress that this is 
simply not true. Small business, under 
this bill, will have access to a more 
comprehensive plan which will cover 
screenings, mental health services, or 
numerous other benefits. However, it is 
up to the small businesses to decide 
whether such a comprehensive plan is 
right for them. 

The purpose of this language is to 
give small businesses the option of 
choosing comprehensive benefits but 
not requiring them to buy such a rich 
package or a package they cannot af-
ford. Simply put, this legislation trusts 
small businesses to choose a health 
care plan that best fits their needs and 
puts these small businesses, not health 

insurers or the Government, in the 
driver’s seat when choosing their 
health care coverage. If a small em-
ployer wants to choose a more afford-
able plan for himself, his family, and 
his employees, he should have that op-
tion. Under this legislation, he has 
that option. However, he should not be 
forced by law to buy benefits that may 
be beyond what he can afford or beyond 
what he and his employees really need. 

I want to put the problem of man-
dating coverage in perspective. While 
small employers want to provide af-
fordable health insurance for their em-
ployees, expensive and burdensome 
benefit mandates make doing so very 
difficult. Small firms and self-em-
ployed people have almost no leverage 
with insurance companies. In addition, 
they have to deal with an enormous 
array of State-level health insurance 
regulations. I don’t think you read 
them; I think you weigh them. All of 
the benefit mandates, all of these regu-
lations add to the cost and the com-
plexity of the coverage. 

In contrast, however, big businesses 
generally don’t have to deal with bur-
densome regulations. Federal law lets 
large companies, such as Microsoft and 
GM, and unions bypass expensive State 
benefit mandates to provide affordable 
comprehensive coverage for their 
workers. I ask my colleagues, why 
shouldn’t small businesses be able to 
enjoy these same opportunities? 

Today, there are more than 1,800 
State mandates, making it nearly im-
possible for associations to offer uni-
form and affordable benefit packages 
on a regional or national basis. Taken 
together, these benefit mandates cre-
ate a confusing web, an unfunded man-
date that prices many Americans out 
of the health insurance market. The 
Congressional Budget Office and the 
Government Accountability Office and 
others have found that State-imposed 
benefit mandates raise the cost of 
health insurance anywhere from 5 to 22 
percent. In addition, CBO estimates 
that every 1-percent increase in insur-
ance costs results in 200,000 to 300,000 
more uninsured Americans. In reality, 
benefit mandates represent an un-
funded mandate on employers because 
insurance companies simply pass the 
cost of each mandate along. When the 
cost goes up, the coverage goes down. 
You have more uninsured. 

The legislation we are debating today 
simply provides an opportunity for a 
small business health plan to relax 
these burdensome mandates to offer af-
fordable health insurance to small 
businesses on a regional or national 
basis, just like the big businesses and 
unions currently do. We should not be 
forcing small businesses to choose be-
tween staying in business or offering 
health insurance to their employees. 
Boy, that is a Hobson’s choice. Instead, 
we need to give them more affordable 
health insurance choices and be willing 
to trust them to choose the option that 
makes the most sense for themselves, 
their families, their employees, and the 
future of their businesses. 
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I know this bill is not perfect. Sel-

dom do we or the other body pass a bill 
that is perfect. I have long said that we 
usually achieve the best possible bill, 
but sometimes must settle for the best 
bill possible. 

I appreciate the concerns that have 
been expressed with this legislation. 
However, I express to my colleagues 
that I think this bill is the best oppor-
tunity we have for easing the burden 
on our small businesses and allowing 
them to finally offer affordable health 
care insurance to their employees. I am 
proud to support this legislation. I urge 
my colleagues to do the same and vote 
for cloture. Eight times in the House, 
zero in the Senate. That should not be 
a moment of pride for this body. Let us 
vote for cloture and let us support this 
bill. 

I yield back my time. 
The PRESIDING OFFICER. The Sen-

ator from New Hampshire is recog-
nized. 

Mr. GREGG. Mr. President, I rise to 
associate myself with the remarks of 
the Senator from Kansas, and espe-
cially with the efforts of the Senator 
from Wyoming who brought this bill to 
the floor of the Senate. This is a very 
significant piece of legislation in our 
efforts to try to make sure more Amer-
icans have the opportunity to get fair, 
affordable, and good health care insur-
ance. It is a piece of legislation about 
people. It is directed at people who 
work in what is termed ‘‘small busi-
ness.’’ That is the person who works as 
a cook in a local family restaurant or 
a person who works as a mechanic in a 
garage or a person who runs a mom- 
and-pop real estate agency. 

Literally, there are tens of thou-
sands, millions of these small entrepre-
neurial centers throughout this coun-
try. Most of these folks don’t make a 
great deal of money. They work very 
hard. They are taking care of their 
families. One of their biggest concerns 
is whether they can get health insur-
ance so if somebody should get sick 
who works with them or should some-
body in their family get sick, they will 
be able to have adequate care. But too 
many of them are not able to afford 
health insurance. Approximately 22 
million people who are in these small 
businesses, these small retail busi-
nesses, small manufacturing busi-
nesses, small entrepreneurial shops, 
don’t have insurance. Another 5 mil-
lion people, who are sole proprietors 
and work by themselves, do not have a 
number of employees working with 
them, also don’t have insurance. That 
is 27 million people who fall into this 
category. So Senator ENZI has brought 
forward a bill to try to address that 
problem. It is going to try to make it 
possible for these people who work so 
hard and who would like to have insur-
ance policies that are affordable to get 
them. By allowing them to band to-
gether in trade groups, so realtors can 
come together, as well as automobile 
dealers, garage owners, restaurant as-
sociations, and hotel associations can 

come together and form a large enough 
group so that they can create enough 
of a mass of interest and buying power 
so that they can go out and purchase 
insurance. That is something they can-
not do today as individuals. This bill 
allows them to do that. 

It is hard to understand how anybody 
could oppose this concept. But people 
do oppose it, and I think most of the 
opposition comes from folks who either 
misunderstand the bill or who are 
using the bill as a way to energize their 
constituencies with information that is 
at the margin of believable, to be kind. 
The biggest opposition today to this 
bill, other than insurance companies 
who might see this as a competitor, 
comes from these groups that represent 
various different diseases and have 
compelling stories to tell about their 
diseases. They have gone to the State 
legislatures and they have gotten them 
to put in place what is known as man-
dates so any policy sold in that State 
has to cover that disease. 

As was pointed out by the Senator 
from Kansas, every time that happens 
that increases the cost of the insurance 
in that State. For every 1 percent in-
crease in the cost of insurance—and 
some of these specific mandates are ex-
pensive enough so they by themselves 
represent a 1-percent increase in insur-
ance premiums. But there are 200,000 to 
300,000 people who cannot afford insur-
ance because the insurance bills go up 
and 200,000 or 300,000 people fall off the 
rolls. 

What this bill tries to do is address 
the issue of the person who has fallen 
off the rolls, the person who hasn’t 
been able to get the insurance, by giv-
ing them an option that they can buy, 
which they feel is adequate to their 
needs—it may not have a specific man-
date in it because maybe they don’t 
need those mandates to be covered, but 
at least it gives them the basic cov-
erage they need in order to get through 
their health insurance risks. 

The flip side of this coin, which isn’t 
talked about much but which is fairly 
obvious, is that these people have no 
insurance at all. When these mandate 
groups argue, if you pass this bill, you 
are going to undermine the capacity of 
people to get insurance for this disease 
group, that is a totally misleading 
presentation because the people this is 
focused on don’t have insurance to 
begin with. You cannot take something 
away from somebody who doesn’t have 
it. If a person doesn’t have an insur-
ance policy, he doesn’t have the man-
dates that the insurance policy re-
quires. 

If a cook working in a restaurant or 
a garage attendant working at a gas 
station or a realtor working in a small 
mom-and-pop real estate agency 
doesn’t have any health insurance, you 
cannot take away from them mandated 
coverage for health insurance because 
they don’t have it to begin with. 

What this bill tries to do is allow 
that individual to participate in a 
group where they will have health in-

surance as an option. And if they have 
that option of health insurance, with-
out mandates, they also have to have— 
that group, that restaurant, that real 
estate agency, that garage the option 
to purchase a fully mandated policy. In 
other words, it is a policy that is, for 
lack of better terms, a higher option 
policy, where you have everything cov-
ered. It has to track the five States in 
this country which have the most man-
dates on their insured. So the bill is 
balanced in that area of mandates. 

A second opposition to this bill has 
been the fact that it moves from com-
munity rating to a banding system. 
What does that mean? It essentially 
means that on a community rating you 
basically force everybody to be rated 
the same, no matter their health risk 
or age group or occupation. With a rat-
ing system, you adjust marginally for 
what health experience it may be or 
what age it is. Adjustments can be 
made, but they are limited by the 
State. If you have a community-rated 
system, you inevitably have a much 
higher cost going in for a lot of those 
people who are banding together in 
groups, who maybe don’t have as much 
risk as others. But if you have a rating 
system, some people are going to be 
lower in insurance costs and some peo-
ple will be higher. They are going to be 
within a relatively narrow band. 

So this bill allows these policies to be 
offered with a rating system, with a 
band. In New Hampshire—and this has 
been referred to on the floor by the 
Senator from Massachusetts—they had 
a very bad experience because, regret-
tably, New Hampshire did it the wrong 
way. We had a community rating sys-
tem and then we went to a band rating 
system because we recognized that was 
better policy. I congratulate the State 
for that, but they didn’t go to it cor-
rectly. They went sort of cold turkey. 
The practical effect was that one day 
people got one type of bill, and the 
next day they got a different type of 
bill. For some people it went up, for 
some people it went down, and it was a 
rather startling event for them. We 
looked at that experience in committee 
and said we don’t want to emulate 
what happened in New Hampshire. We 
want to make this a much more re-
sponsible approach. We put into place a 
glidepath, 5-year phasing, so there will 
be plenty of time to adjust and to be 
able to handle this. 

That type of opposition to this bill, 
clearly, in my opinion, has been ad-
dressed. It has been addressed specifi-
cally because of the New Hampshire ex-
perience. So it is a misrepresentation 
to say that continues to be a major 
issue with this bill. As a practical mat-
ter, there are about 85 million people in 
this country who work in small busi-
nesses. That is a huge number. They 
deserve the opportunity to have this 
type of insurance made available to 
them. They should have the same op-
portunity as big businesses—the IBMs, 
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the Microsofts, the major manufactur-
ers—in our country, if for no other rea-
son than they happen to be the engine 
of economic activity in this country. 
Most of the new jobs are created by 
small businesses, the moms and pops 
who are willing to build that res-
taurant, take on that exciting oppor-
tunity, start small and grow. When 
they do that, they ought to have the 
opportunity to also have an insurance 
option available. But many of them 
don’t because it is not affordable, be-
cause of the way the States work the 
system, and because of that these 
small groups, as individuals, have no 
buying power. So this bill has ad-
dressed that need. 

It is not the answer. This isn’t a 
magic wand, but it is another oppor-
tunity put on, let’s say, the cafeteria 
line of insurance that gives a small 
businessperson the chance to go down 
that cafeteria line and say: Yes, this 
plan works for the five people who 
work for me, and I am going to buy 
into the plan because I can afford it. 
Today, most people who walk down 
that cafeteria line, if they are small 
businesspeople, don’t choose anything 
because they cannot afford the price of 
anything, or many of them are in that 
capacity, that 22 million. This will 
take a fairly significant number of 
those folks and give them the oppor-
tunity to purchase health insurance. 

So it will take people from a non-
insurance status to an insured status, 
from a situation where if they get sick, 
they don’t know how they are going to 
pay for it, to a situation where if they 
get sick, they will have coverage. It is 
very important financially to most 
people and, obviously, it is important 
psychologically to everybody. So it is a 
good bill, something we should support. 

I do think much of the opposition to 
it is misguided because it doesn’t rec-
ognize that the basic goal is to take 
people who don’t have insurance today 
and get them insurance. Therefore, the 
arguments around mandates are irrele-
vant to that group of people and the ar-
gument of community rating as I think 
we will address. 

I congratulate the Senator from Wy-
oming for bringing this bill forward. I 
look forward to working with him on 
this bill. 

I want to speak on another matter 
briefly because there is a lot going on 
that is very good in this country rel-
ative to the economy, and it is not 
being highlighted. 

Today, there was an editorial in the 
New York Times that said we should 
not extend the tax cuts put into place 
in 2003. They say those tax cuts should 
not be extended in the areas of capital 
gains and dividends. That argument is 
good in 1930s economics. It is the old 
left theory of tax policy, which is that 
you increase revenues by constantly 
increasing taxes on people. It has been 
proven wrong this year, last year, and 
the year before. It was proven wrong by 
John Kennedy when he put in place the 
first tax cut. It was proven wrong by 

Ronald Reagan when he put in place 
the tax cut of 1980. And it has been 
proven wrong again. 

In fact, in the first 6 months of this 
year, tax revenues jumped 11 percent, 
$134 billion, and a large percentage of 
that is the increase in tax revenues 
from capital gains and the fact that we 
have reduced the rate on capital gains 
which causes people to free up assets. 
Over the last 3 years, revenues have 
jumped dramatically—in fact, last year 
by 14 percent, and the year before by 7 
percent, and next year they are pro-
jected to jump again. Why is that? It is 
because we are seeing an economic 
boom which has created 5.3 million new 
jobs since those tax cuts were put into 
place. There have been more jobs added 
in the United States in that period 
than Europe and Japan combined have 
created. And those jobs have led to eco-
nomic activity and, in turn, have led to 
revenues to the Federal Government. 

Revenues to the Federal Government 
are dramatically increasing because 
the economy is growing, and the econ-
omy is growing because the burden on 
those people who go out and are willing 
to take risks through capital invest-
ment, dividend activity, through in-
come tax activity—those people are 
taking risks and creating economic ac-
tivity and, as a result, creating jobs 
which, in turn, create taxpayers, 
which, in turn, increases the Federal 
revenues. 

The numbers don’t lie. They are 
huge, significant, and they confirm, 
once again, that John Kennedy was 
right, Ronald Reagan was right, and 
George Bush was right. By making tax 
rates fair, especially on capital forma-
tion, you energize economic activity 
and, in turn, you create massive in-
creases in Federal revenues. Regret-
tably, I must say the New York Times 
is wrong. 

Mr. President, I yield the floor. 
The PRESIDING OFFICER. The Sen-

ator from Arkansas is recognized. 
Mrs. LINCOLN. Mr. President, I am 

so happy to come to the floor today be-
cause the Senate is finally debating 
how we can help small businesses 
across our country afford health care 
for their employees. Just as Senator 
GREGG has mentioned how important it 
is to provide benefits to groups who 
want to invest, and to individuals and 
companies who want to invest and 
grow the economy, so too it is criti-
cally important that we provide small 
businesses the ability to invest in 
themselves. That is what I want to 
talk about today. 

Small businesses are critical to this 
country. They are critical to rural 
States such as mine in Arkansas, but 
they are the engine of our economy in 
this great Nation. They are the No. 1 
employers. That is why it is so impor-
tant that we get this right, that we 
provide them with a tool that will 
allow them to reinvest in themselves 
and their employees and their commu-
nities, so that we can keep that engine 
going. 

I applaud my colleague from Wyo-
ming, Senator ENZI, for all he has done 
in bringing about this debate. He has 
worked hard and genuinely on this 
issue, and I appreciate very much what 
he has put into this. He has helped us 
make sure this is not a debate about 
whether this is a critical issue. 

This reminds me of something I was 
taught by my father who said: If it is 
worth doing, it is worth doing right. It 
is worth doing correctly. That is what 
we are here to talk about today. 

I believe very strongly that our small 
businesses are so important to us—our 
self-employed individuals in this coun-
try have the greatest spirit in the 
world—and it is so important that we 
should not offer them a second-rate op-
portunity. We should offer them the 
same opportunity we have as Federal 
employees and Members of Congress: 
The opportunity to build a pool that 
will offer them greater access, greater 
choice at a lower cost, by pooling all of 
themselves together across this great 
country, while maintaining the qual-
ity, which is what we do for ourselves. 
We maintain the quality of the product 
of the health insurance we receive or 
have access to as Federal employees 
and Members of Congress, and we 
should do no less for the small busi-
nesses and the self-employed individ-
uals in this great country. 

So I hope, as we continue this debate, 
we will remember those hard-working 
American families who are depending 
on us not just to do something, but to 
do what is right and fair, and offering 
what we see as fair tax policy and of-
fering what we see as fair access to the 
same quality product of health care 
and health insurance that we as Mem-
bers of Congress get. 

The small business health care crisis 
is undoubtedly one of the issues I hear 
the most about when I return home to 
Arkansas. In fact, in every community 
in our Nation, as well as millions of 
working families across this country, 
we are seeing the difficulty of having 
access to quality health care and 
health insurance and the ability to pay 
for that. 

There are approximately 46 million 
Americans currently without health 
insurance, including 456,000 Arkansans 
whom I am responsible for in terms of 
producing a product that is worthy of 
those individuals. Small businesses are 
the No. 1 source of our jobs in Arkan-
sas. Yet only 26 percent of the busi-
nesses with fewer than 50 employees 
offer health insurance coverage. Work-
ers at these businesses, which again are 
the engine of our economy, are most 
likely to be uninsured. In fact, 20 per-
cent of working-age adults are unin-
sured in Arkansas. This number is 
alarming, and addressing this problem 
should be a national priority, and we 
should approach it as if we are going to 
do the best job that we are capable of 
doing. That is why we are here today, 
to talk about that. 

Mr. President, 224 major organiza-
tions are opposed to the proposal that 
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Senator ENZI has brought before us. 
Two hundred-and-twenty-four is a huge 
number: everywhere from diabetes to 
mental illness to hospital federations. 
These individuals understand how im-
portant the years have been in allow-
ing State insurance commissioners to 
be able to set mandates in order to 
cover what is important to individuals 
in their States, and what is important 
to small businesses and everyone in 
those States. Those States have the 
right and the ability to figure out what 
is important to them, and the majority 
of them have agreed on many of these 
major issues. 

Those who lack health insurance do 
not get access to timely and appro-
priate health care. We know that, and 
we see it. We see it in the cost of Medi-
care when people don’t get health care 
for 20 or 25 years when they are in the 
working marketplace as a small busi-
ness owner or employee, and then they 
become more costly to us when they 
hit Medicare age because they haven’t 
received the screenings, the timely vis-
its to the doctor, and they haven’t been 
getting the kind of health care they 
truly need. They have less access to 
these important screenings. They don’t 
have access to the state-of-the-art 
technology that exists or prescription 
drugs, which is another piece of what 
can help keep down the cost of health 
care. 

Working families need help with this 
problem. The Institute of Medicine has 
reported that 18,000 people die each 
year because they are uninsured. The 
fact is, being insured does matter. It 
makes a big difference. It makes a dif-
ference in our health care costs. It 
makes a difference in whether you are 
going to survive—longevity, the ability 
to care for your family. It makes a big 
difference. We have reached a juncture 
where we are going to debate how we 
deal with those who are uninsured, 
whether we are going to give them sub-
standard coverage or whether we are 
going to give them the coverage that 
we have. 

Again, I commend my colleagues, 
Senator ENZI from Wyoming and Sen-
ator NELSON from Nebraska, for their 
leadership. I appreciate their hard 
work on this issue. But I do disagree, 
because I believe that the devil is in 
the details on this issue, and I am deep-
ly concerned about the very harsh and 
unintended consequences that will 
occur if S. 1955 were to become law. 

Senator DURBIN and myself have been 
working together for several years to 
come up with what we believe is a bet-
ter health care plan for America’s 
small businesses. What we have done is 
looked to a 40-year-old tested delivery 
system, and it is the one that we our-
selves use. It is a Federal plan that 
takes the best of what Government can 
do and combines it with the best of 
what private industry can do. The pri-
vate marketplace and the competition 
that it can create allows the Govern-
ment to pool all of its Federal employ-
ees and use that pool as a negotiating 

tool to bring us greater choice at a 
lower cost. 

About 3 years ago, I suppose it was, 
my staff and I were discussing the way 
we could help small businesses, and I 
thought about the way my Senate of-
fice operates. It operates much like a 
small business in my home State and 
here. As I looked at my employees, I 
saw that I had two employees, one with 
26 years with the Federal Government, 
another with 30 years with the Federal 
Government. I had two women who had 
delivered babies and were on maternity 
leave. I had some, such as myself, with 
small children and a husband that is on 
my plan, and then I had a host of 
young, healthy staffers who were sin-
gle. But I had a whole array of dif-
ferent individuals who needed a tailor- 
made insurance plan for their needs. 
While there are similarities in our Sen-
ate office and small businesses, there 
are also some obvious differences. One 
of the most glaring contrasts is access 
to affordable and quality health care. I 
saw what my office went through and 
realized that is what small businesses 
are going through. I knew we could do 
better. I knew we could take the plan 
of what we have and apply it to small 
businesses. 

Last year, more than 8 million people 
were banded together in the Federal 
employees purchasing pool, and that 
gave us choices among 10 national 
health insurance plans and a variety of 
local insurance plans, and a total of 278 
private insurance plans from the pri-
vate marketplace. Not government- 
run—not government-run health care 
at all—but health care from the private 
industry, health insurance from the 
private industry that was created by 
competition of the multiple Federal 
employees across the country. It of-
fered us greater access, greater choices 
at a lower cost. 

So I am here to ask this question: 
Why don’t we try to give small busi-
nesses access to that same type of pri-
vate health insurance option that 
Members of Congress and Federal em-
ployees enjoy today? Rather than re-
invent the wheel, why don’t we create 
a program for small businesses that is 
based on our Federal Employees Health 
Benefit Plan, through the FEHBP, by 
pooling them, the small businesses, to-
gether in one nationwide pool. That is 
exactly what Senator DURBIN and I 
have proposed in our Small Employers 
Health Benefit Program. By pooling 
small businesses across America into 
one risk and purchasing pool similar to 
the FEHBP, our program will allow 
employers to reap the benefit of group 
purchasing power and streamline ad-
ministrative costs as well as access to 
more plan choices. The SEHBP, as we 
have introduced, lowers costs for small 
businesses in two key ways: It pools 
them into one national pool across the 
country, therefore spreading the risk 
between the healthy and the sick, the 
young, the old, those who live and 
work in the remotest parts of this 
great land and those who work in the 

most urban areas. Second, our plan sig-
nificantly lowers administrative costs 
for small businesses. 

Two economists have estimated that 
SEHBP would save small businesses be-
tween 27 and 37 percent annually, even 
if they don’t take advantage of the tax 
cut that we offset costs with by insur-
ing lower income workers. We provide 
a tax cut to small businesses, and for 
the life of me, I can’t figure out why 
those on the other side of the aisle, for 
the first time I have ever noticed, will 
fight a tax cut for small businesses. 
Providing small business a tax cut to 
be able to engage in what is such an 
important tool in getting themselves 
and their employees insured makes 
good sense. What a great investment. 

Senator GREGG was talking about 
balancing all of that and the economy. 
What a great way to balance what cor-
porate America gets and their ability 
to deduct health insurance costs that 
they have and small business getting a 
tax cut for investing in their employ-
ees and health benefits for them. Under 
our bill, employers will receive an an-
nual tax credit for contributions made 
on behalf of their workers who make 
$25,000 per year or less. And if the em-
ployer contributes 60 percent or more 
to the health insurance premium of an 
employee making $25,000 or less, the 
employer will receive a 25-percent tax 
credit. And the tax credits increase 
with the number of people covered and 
the proportion of premium the em-
ployer chooses to cover. Also, the em-
ployer receives a bonus tax credit for 
signing up in the first year of the pro-
gram, because we know from the exam-
ple of the Federal employees that the 
more employees who are in the pool, 
the greater advantage to everyone con-
cerned. Small businesses will save 
thousands of dollars—even more— 
under our plan. 

Segmenting the market into dif-
ferent association pools, as S. 1955 does 
under Senator ENZI’s bill, will not 
achieve these savings that would be 
created by instituting one large pool 
with all of those small businesses and 
self-employed individuals. Each asso-
ciation will be administering to a sepa-
rate group with a different administra-
tive structure and different costs, obvi-
ously. More funds would be going to ad-
ministrative costs as opposed to serv-
ing the people with a quality health 
plan. Our SEHBP would have one ad-
ministrative structure and could pool 
approximately 53 million workers to-
gether, therefore balancing the risk of 
sick and healthy, young and old, rural 
and urban, for affordable rates for ev-
erybody. Why wouldn’t we want to 
make our pool as big as it possibly 
could be, as we do with the Federal 
workers? 

I believe our plan takes a real mod-
erate and balanced approach that com-
bines the best of what Government can 
do with the best of what the private 
sector can do, and preserving impor-
tant coverage for preventive health 
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care treatment such as diabetes sup-
plies, mammograms, prostate screen-
ing, maternity and well-baby care, im-
munization, things that States them-
selves have decided are important 
enough to mandate coverage for and 
ensure that the people of their State 
are going to get the safe and important 
coverage of illnesses that are critical 
to them in their State. 

Like the FEHB Plan, our program 
does not promote Government-run 
health care, but it harnesses the power 
of market competition to bring down 
health insurance costs using a proven 
Government negotiator in the Office of 
Personnel Management, OPM, which is 
the negotiator for our plan. We, once a 
year, as Federal employees, can choose 
among 270-plus plans. We are able to 
actually benefit from that proven Gov-
ernment negotiator and the harnessing 
of that power. 

Our legislation, S. 2510, has been en-
dorsed by many organizations—the Na-
tional Association of Women Business 
Owners, Small Business Majority, the 
American Medical Society, the Amer-
ican Diabetes Association, the Na-
tional Mental Health Association, the 
Cancer Society, and many more that 
have realized how important it is to 
use a proven example, a proven struc-
ture that maintains quality but helps 
by pooling and bringing down those 
costs. 

The Mental Health Liaison Group, 
representing over 35 national mental 
health organizations, wrote to us and 
said about our bill: 

S. 2510 does not sacrifice quality of cov-
erage for affordability or allow the offering 
of second class health insurance to small 
businesses. Within the FEHBP program, 
small business owners, employees and their 
family members would be covered by all the 
consumer protections in their home states— 
including hard-won state mental health par-
ity laws and mandated benefit laws. 

The American Academy of Pediat-
rics, writing to us on behalf of over 
60,000 primary care pediatricians and 
pediatric specialists, wrote: 

Through the benefits of pooling small busi-
nesses and providing tax cuts to small em-
ployers, small pediatric practices will be as-
sisted in the health insurance market with-
out sacrificing health care services for chil-
dren. 

The American Diabetes Association 
wrote to us and said: 

While other proposals seeking to provide 
health benefits for small businesses . . . have 
exempted or eliminated coverage for impor-
tant diabetes care protections, [our bill,] S. 
2510, will allow individuals with diabetes to 
receive the important health care coverage 
they require to remain healthy and produc-
tive members of the workforce. 

This is not just about quality of life, 
although many of us believe that is 
very important. We as Members of Con-
gress enjoy a quality of life because of 
the very healthy health insurance pro-
gram we are offered. We want our small 
businesses that are vital to our econ-
omy to enjoy that same opportunity. 
But it is also about economics. It is 
about making sure we keep our work-

force, particularly our small businesses 
and their workforce, healthy and thriv-
ing and productive and in the work-
place. It is about making sure Amer-
ica’s working individuals and working 
families get the health care they need 
before they reach 65. When they hit 65 
in the Medicare Program, then they 
are going to be more costly to Govern-
ment because they are not going to 
have gotten the health care they need-
ed and deserved in their working years. 

I believe our plan is better in so 
many ways. I am proud we are having 
this debate, and I hope so many people 
will realize we can do better. We can do 
better and make sure we truly elevate 
small businesses and self-employed 
people to the same level we hold our-
selves, in providing them the access to 
the same quality type of health care. 

Our SEHBP bill offers tax cuts for 
small employers. Senator ENZI’s bill 
does not. SEHBP relies on a proven 
program. It is based on the successful 
Federal Employees Health Benefit Pro-
gram which has efficiently and effec-
tively provided extensive benefit 
choices at affordable prices to Members 
of Congress and Federal employees for 
decades. For decades, we have had a 
proven program out there that proves 
you can harness the competitive na-
ture of the marketplace, and with the 
oversight of Government and the State 
mandates, you can actually provide 
that quality of health insurance at a 
lower cost. By pooling small businesses 
together and allowing OPM to nego-
tiate with private health insurance 
companies on their behalf, they, too, 
could have access to this wide variety. 

On the other hand, Senator ENZI and 
Senator NELSON’s bill establishes a new 
set of responsibilities at the U.S. De-
partment of Labor, to administer an 
untried and an untested program. We 
don’t reinvent the wheel. What we do is 
use what already exists. To invent a 
new section of the Department of 
Labor to administer Senator ENZI’s bill 
is going to take time and money. We 
are not going to know how it needs to 
be administered through the Depart-
ment of Labor. They have never done it 
before. Even the Department of Labor 
employees currently enjoy benefits 
from the health insurance program 
that is negotiated by the Office of Per-
sonnel Management. So it is hard to 
believe they are going to want to go to 
another system. 

SEHBP offers individual self-em-
ployed workers the same access to 
health insurance that is offered to 
group businesses. SEHBP defines small 
businesses as groups of 1 to 100, so an 
individual self-employed person will be 
treated exactly as a business with 2 or 
more people. Any business with 1 to 100 
employees is eligible to participate in 
what we are trying to do. 

Under Senator ENZI’s bill, the self- 
employed people are not pooled with 
the small businesses, unless they are 
mandated by State law. And there are 
not that many State laws that actually 
mandate that. But the self-employed 

people in 36 States, including Arkan-
sas, will not have access to the same 
negotiated rates of businesses with 2 or 
more people. They will be pulled out of 
that pool and rated on their own. That 
means, if they are younger women of 
childbearing years or perhaps they are 
older workers at 50 or 55 and are dia-
betic, they will be rated completely 
separate from the pool, which means 
they will be segregated and treated dif-
ferently. They don’t get to enjoy the 
benefit of a larger risk pool which 
could bring down their costs and offer 
them greater choice. 

Our bill also ensures access to health 
care specialists. Many States have 
passed laws requiring insurers to cover 
certain health care providers, including 
dentists or psychologists or chiroprac-
tors. All three of these and many more 
are required by our State of Arkansas 
law. I know the people of my State 
enjoy the assurance they have of know-
ing that their State regulator, their 
State insurance commissioner, is look-
ing out for their needs. They can do 
that better on a State level. That is 
why we have always left those types of 
regulatory issues up to our State—be-
cause they know and can work. 

Can you imagine being a small busi-
ness, or better yet an employee of a 
small business, having to call some big, 
huge, Federal bureaucratic office to re-
quest or to complain or to have your 
concerns heard about what is not cov-
ered under your insurance plan? No, 
they call the State insurance commis-
sioner today, and that is the way it 
should be. The State insurance com-
missioner can then respond to the con-
cerns of their constituency and has 
done so very well over many years. 

The coverage for diabetes supplies, 
mammography, and other important 
screenings are mandated by State law 
which would be preempted by what 
Senator ENZI is trying to do. Many 
States have passed laws requiring 
health insurance companies to cover 
these benefits because insurers simply 
were not doing it. It did not happen be-
cause the insurance commissioners just 
decided on a whim to do it; it is be-
cause the insurers were not covering it. 
Why do we have to go back and relearn 
that lesson? 

For 40 years, the Federal Govern-
ment has used the effectiveness of the 
pool of the 8 million Federal employees 
and been able to enjoy the protections 
that are there, guided by State insur-
ance commissioners. 

Our bill also prevents unfair rating 
on gender and health status. Under our 
bill, health insurers will be prohibited 
from ratings based on health status— 
whether you happen to be diabetic, 
whether you happen to have eating dis-
orders—your gender, or the type of in-
dustry in which the employees are 
working. Under Senator ENZI’s rules, 
that will be all preempted, even for the 
15 States that don’t allow ratings on 
these factors. 

Our bill also frees employers to focus 
on running their businesses. They don’t 
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have to go and negotiate these plans 
through their association or with their 
association. They are going to get sent 
a booklet just as we do, once a year, to 
review all that is available to them, 
and choices, and then figure out what 
is best for them. My employees—each 
of them picks something different. I 
pick coverage for a family with chil-
dren. Some of them pick a PPO or an 
HMO. Some of them pick all different 
kinds of State plans and others that 
are offered to them in that process. 

Mr. CARPER. Will the Senator yield? 
Mrs. LINCOLN. Absolutely. 
Mr. CARPER. Mr. President, how 

much time is left on our side during 
this period of debate? 

The PRESIDING OFFICER. There is 
5 minutes remaining. 

Mr. CARPER. How much longer does 
the Senator expect to speak? 

Mrs. LINCOLN. How about if I just go 
ahead and yield to the Senator from 
Delaware because as a former Gov-
ernor, he has some incredible stories to 
tell, and I think they really add to this 
debate. I will simply say to my col-
leagues that I hope they follow this de-
bate very closely and certainly appre-
ciate how important this is to the 
working families of all of our States. 

Mr. CARPER. I thank my colleague 
for yielding. I ask if she would stay on 
the floor. 

I commend Senator LINCOLN for actu-
ally coming up with this idea. It is an 
idea for which she and Senator DURBIN 
share credit. When you think of some 
of our options, the options basically 
are do nothing, maintain the status 
quo, continue to make the cost of in-
surance very steep and rising for small 
businesses or to adopt the proposal of 
our colleagues, Senator ENZI and Sen-
ator NELSON, whom I believe are two of 
the most thoughtful Members of the 
Senate. They have worked hard to try 
to make a not very good idea—the 
original association health plan—a bet-
ter idea. But between doing nothing 
and the modified HP legislation from 
Senators ENZI and NELSON is a third 
way. The third way has already been 
outlined here by Senator LINCOLN. 

I wish to ask my colleagues to think 
about it. I don’t care whether it is a 
Democratic idea or Republican idea. It 
is actually an opportunity to take the 
best from what the Government, the 
public sector, can bring and to take 
maybe the best the private sector can 
bring. 

One of the common values that are 
shared by the Enzi-Nelson legislation 
and the Lincoln-Durbin legislation is 
the notion that we have a lot of small-
er employers, they have a lot of em-
ployees, and together is there some 
way we could pool their purchasing 
power? Maybe we could increase the 
number of health insurance options 
available to them and maybe we could 
bring down the cost of those options. 
They propose to do it in one particular 
way which, as Senator LINCOLN pointed 
out, has a number of problems, one of 
which affects us negatively in Dela-
ware. 

We have had a very high rate of can-
cer mortality. Finally, we have 
brought it down over the last 10 years 
or so, in part by having mandatory 
cancer screening—mammography, for 
cervical cancer, prostate screening, for 
colorectal cancers—and that has helped 
to bring down our cancer mortality 
rate. From the top in the country, we 
have finally now dropped to the top 
five. We are moving in the right direc-
tion. I will talk about that tomorrow, 
and I will even bring some charts to 
rival the chart of my colleague, I hope. 

But I suggest to my colleagues, think 
about this. We have all these disparate 
Federal agencies across the country. 
Collectively, we have a couple of mil-
lion employees, family members, and 
retirees, and all we do through the Fed-
eral health benefit plan is we pool our 
collective purchasing power. It doesn’t 
matter if you work for the VA or 
Homeland Security or some other Fed-
eral agency—EPA—basically we could 
come together and use our collective 
might to negotiate better rates and, 
frankly, better coverage than would 
otherwise be the case if we were just 
negotiating for ourselves. We do it all 
through the Office of Personnel Man-
agement. 

What Senator LINCOLN is suggesting 
is it works great for us, provides rea-
sonably good coverage for Federal em-
ployees, including us as U.S. Senators. 
We have to pay our portion. It is not 
that we get it for free. We have to pay 
our share. But it works pretty darn 
well. She has come up with a way 
where we take that Government idea 
and transpose it and transfer it to the 
private sector. She would have the Of-
fice of Personnel Management effec-
tively provide the service or play the 
role in the private sector that it cur-
rently plays in the public sector, to 
allow a lot of employees, whether you 
work for the local hardware store or 
restaurant or small manufacturer or 
technology company, to say: We would 
like our employees to be able to pull 
together from Arkansas, from Dela-
ware, even from Minnesota, in order to 
get a chance to buy better insurance 
products, have more variety, and bring 
down our costs to our small business 
employees. 

It has worked. It is proven. It is time 
tested, and I believe it is worth trying. 
The worst thing that I think could hap-
pen, coming out of this week, is for us 
to do nothing. 

It is a big problem. It is a big prob-
lem for small employers, and it is a big 
problem for large employers. It is a big 
problem for America. 

I think what would be the worst 
thing that could happen, and what 
would basically ensure that we do 
nothing is for our Republican friends to 
basically allow no amendments to the 
Enzi-Nelson legislation. I think that 
would be awful. That would be a huge 
mistake. It would pretty much basi-
cally ensure we end up not getting this 
bill done or some variation and not 
even having a chance for debate and 

vote on the Lincoln-Durbin legislation. 
We can do better than that. 

Frankly, the Senate deserves a lot 
better than that. 

I say to my colleague from Arkansas, 
who has been good enough to relin-
quish her time, I thank her on behalf of 
all us for pointing out a different 
course, a third way in this regard. I 
thank her. 

Mrs. LINCOLN. Mr. President, I 
thank my colleague from Delaware. 

The PRESIDING OFFICER. Minority 
time has expired. 

Mrs. LINCOLN. Thank you, Mr. 
President. 

I ask unanimous consent to continue 
until other Members arrive. 

The PRESIDING OFFICER. Is there 
objection? Without objection, it is so 
ordered. 

Mrs. LINCOLN. Thank you, Mr. 
President. 

I will be glad to yield the floor when 
others are ready to speak. 

I would like to add that the experi-
ence of many of our colleagues, wheth-
er they are former insurance commis-
sioners, former Governors and others, 
brings to this table the understanding 
what the American people want, what 
our working families want. I think the 
debate is that small businesses defi-
nitely want more affordable health 
care. They also want to make sure that 
what they are providing for themselves 
and their families and their employees 
is quality service, quality coverage. 
That is what they deserve. That is 
what they want. 

Even for those who feel so young and 
invincible, we also know that they may 
be one car accident or one diagnosis 
away from needing more comprehen-
sive health insurance for the rest of 
their lives. 

That is why we want to make sure— 
as I said in the beginning—that what-
ever we do is right, that we don’t move 
forward on something that is going to 
be less productive and in the long run, 
unfortunately, put more people at risk. 

My goal is to help small businesses 
while not jeopardizing the quality of 
health care for the 68 million Ameri-
cans in State-regulated group plans 
that are already out there. We don’t 
want to do harm there. 

The fact is if we move forward on 
what Senator ENZI wants to do, which 
is preempting those State regulations 
and State mandates, we could do tre-
mendous harm for those who are cur-
rently insured and the 16.5 million 
Americans with individual health in-
surance coverage who would probably 
lose some quality of coverage which 
they have. 

If it is good enough for Federal em-
ployees, and if it good enough for Mem-
bers of Congress, I think it should be 
good enough for millions of small busi-
ness employees who are the economic 
backbone of communities throughout 
this Nation. 

I applaud my colleagues for coming 
to the floor for this debate, and I hope 
we will have a serious debate so we can 
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move forward and actually do what is 
right for the American people. 

Mr. CARPER. Mr. President, will the 
Senator yield once again? 

Mrs. LINCOLN. Yes, absolutely. 
Mr. CARPER. Mr. President, we do 

not often think of the Federal Govern-
ment in the way we are trying to har-
ness market forces and competition 
and put them to work. We try to hold 
down Federal outlays. That is what we 
do with respect to the Federal. It is lit-
erally what we do with respect to the 
Federal Employee Health Benefit Plan. 
What we are trying to do, with respect 
to what the Senator has outlined, is 
harness market forces and competition 
and put them to work for small busi-
nesses as well. 

Mr. ENZI. Mr. President, reclaiming 
our time, I didn’t realize they would be 
allowed to use part of it. 

It would be helpful if the other side 
would actually share the details of 
their amendment with us so that we 
can take a look at it. The details of our 
bill have been through the committee, 
out here, and had hearings. We don’t 
know what is going to be in there. The 
last time I looked at it, there was, I 
think, $9 billion of cost in it each year, 
and the huge bureaucracy that would 
be built up. I make that request to the 
other side—that we sure would like to 
take a look at their bill. It is hard to 
do until we have a copy. 

The PRESIDING OFFICER. The Sen-
ator from Alaska is recognized. 

Mr. STEVENS. Mr. President, I 
thank the Chair. 

CAPE WIND FACILITY IN NANTUCKET SOUND 
Mr. President, I am here to discuss 

the provision in the Coast Guard and 
Maritime Transportation Act of 2006 
and the provision which allows the 
State of Massachusetts to have a say in 
the siting of a 24-square-mile, 130-wind 
turbine energy facility. 

I have a chart I want to use and de-
scribe. 

First, let me say why the Senator 
from Alaska is involved in this issue. 
What I am trying to say is that this is 
a tremendous precedent. 

We have a series of areas of various 
States where there is a gap in State ju-
risdiction and where Federal waters 
are adjacent to and sometimes almost 
surrounding State waters. That is par-
ticularly true in my State. With the 
Cook Inlet on either side of Kalgin Is-
land, there are gaps of Federal waters 
surrounded by the mainland of Alaska 
going down the inlet. 

The Minerals Management Service 
tells us there are roughly 2.5 million 
acres of Federal waters going down 
that inlet that could be used for 
projects such as I am going to discuss 
today. 

A similar situation exists with 
Chandeleur Island, LA; the Channel Is-
lands in California; the Farallon Is-
lands in California; the Hawaiian Is-
lands in many instances; and in Puerto 
Rico. 

What I am here to talk about is the 
precedent that would be established by 

locating this facility in Nantucket 
Sound, less than 2 miles beyond the 
State of Massachusetts’ jurisdiction. 

If we look at this chart, you can see 
very clearly the area with the darkest 
color on the chart, which is the pro-
posed site of this power facility. It is 9 
miles from one part of Massachusetts, 
13.8 miles from the other side, and 6 
miles from the other direction. 

When you look at the situation, we 
realize the State has jurisdiction over 
at least 3 miles in that area. 

This is very close to the area of Mas-
sachusetts where people have a right to 
be concerned over this project. Before 
the Federal Government claimed own-
ership of this area, there was a judicial 
dispute over which government had ju-
risdiction over it. I am informed that 
the State of Massachusetts had estab-
lished a marine park in this area. As a 
matter of fact, it was listed as part of 
a proposed marine sanctuary, even in 
the Federal listings. It is now the pro-
posed site for the largest and most ex-
pansive offshore wind energy project 
ever undertaken in the world. 

This facility would include turbines 
that stand 417 feet tall. 

This is a chart that describes it. 
Those windmills would be 417 feet tall, 
taller than the Statue of Liberty. The 
one little point at the bottom shows a 
30-foot sailboat. You can see the size of 
it. People sail their boats that size on 
Nantucket Bay, and the Great Point 
Lighthouse is supposed to keep sailors 
and mariners warned about the area. It 
is only 73 feet tall. 

When you look this area, it is 24 
miles across, more than half the size of 
Boston Harbor itself. It is going to be 
the site of this enormous facility. 

As I said, it is larger than any simi-
lar kind of wind energy project in the 
world. 

It is a very small area of Federal ju-
risdiction, completely surrounded by 
the mainland and islands of Massachu-
setts. 

Some in the media have insinuated 
that by including this provision in the 
Coast Guard and Maritime Transpor-
tation Act, I am doing it as an old 
friend to Senator TED KENNEDY. He is 
an old friend. It is true that Senator 
KENNEDY and the Governor of Massa-
chusetts support the provision in the 
Coast Guard bill, but this is my amend-
ment. They have agreed with me. I 
didn’t seek their agreement. It is not 
an issue based on friendship or on past 
favors or future favors. It is strictly a 
provision based upon my long-held be-
lief that States should have the final 
say on projects which will directly im-
pact their lands, resources, and con-
stituents. 

Some in the press have claimed this 
provision is embedded in ‘‘obscure leg-
islation to be passed in the dead of the 
night.’’ We hear this all the time. But 
the Coast Guard authorization bill is 
hardly obscure legislation, and there is 
nothing secretive about this bill. 

The version of this bill that passed 
the House of Representatives included 

a provision related to offshore wind 
farms. It was in the House-passed bill 
to start with. The House and the Sen-
ate, in a bicameral, bipartisan group of 
Members of a conference committee, 
discussed and negotiated language to 
provide the State of Massachusetts a 
greater voice in the siting of this wind-
mill farm in Nantucket Sound. 

This bicameral, bipartisan group also 
negotiated language requiring the 
Coast Guard to assess the potential 
navigational impacts of the proposed 
offshore powerplant. 

This is the normal legislative process 
for passing legislation of this type 
through the Congress. 

Again, let me point out this chart. I 
don’t live in this area, but I have stud-
ied it very well. This is the path the 
ferries take coming out of these areas 
and going through this sound, and it is 
the path which the commercial traffic, 
steamships, and cargo ships use going 
into that port. 

As a consequence of this location, 
this line demonstrates the State’s ju-
risdiction and how close it is to the 
State’s jurisdiction. As a matter of 
fact, the area that is has been lined 
shows the previous plan which would 
have gone partially into the State’s ju-
risdiction. The project was amended, so 
it does not touch the State waters or 
State jurisdiction areas at all. 

It is this area of solid brown on this 
chart. 

By the way, this is the very shallow 
portion of this area. There is no ques-
tion about it. Nantucket Island is out 
here. But there are equally shallow 
portions outside of the sound that 
could have been used. But, of course, it 
is deeper going in there, and that ac-
cess to this interior part of this sound 
I think is strictly a financial decision. 

At the heart of the debate on the 
issue is States’ rights. The fact is this 
project will be located entirely in the 
sound—in this small doughnut hole of 
the Federal water surrounded by is-
lands and mainland of the State of 
Massachusetts. 

The debate over this project is simi-
lar to the fights those of us in Alaska 
have been engaged in for decades. Our 
State lands are surrounded by Federal 
lands, and we often don’t have any de-
cision regarding the development of 
our resources or projects which will be 
located in our State. 

This is one of those situations where 
Congress ought to listen to the Gov-
ernor. They ought to listen to the sen-
ior Senator, in my opinion. 

Those in Massachusetts have raised 
legitimate concerns about the impact 
of this wind farm and what its impact 
will be on maritime navigation, avia-
tion, and radar installations critical to 
our homeland security. 

This proposed site is an area already 
known for its treacherous flight condi-
tions, and this facility could make 
those conditions much worse. Accord-
ing to the National Air Traffic Control-
lers Association, this facility will be 
located in the flight path of thousands 
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of small planes. Both the Barnstable 
and Nantucket Airport Commissions 
are opposed to the construction of this 
facility, as are the major ferry lines 
that operate in Nantucket Sound. 

As the chart I have described shows, 
ferry routes pass within a mile of the 
proposed location for this project on 
two sides. The 24-square-mile footprint 
for this facility is nearly half the size 
of Boston Harbor, a 471-foot wind farm. 

Again, those windmills are larger 
than this building. Those windmills are 
larger than the Capitol. 

You have to get the specter of this 
size being built in the center of this 
sound. It is a 24-square-mile footprint 
for this facility. As I have said, it is 
half the size of Boston Harbor and has 
shipping and ferry channels bordering 
on three sides. 

There is not a single local fishing 
group from Massachusetts that sup-
ports this project, I am informed. It 
would effectively close a 24-mile- 
square-mile footprint of many kinds of 
fishing that has taken place in this 
sound for generations. Horseshoe 
Shoal, where the facility will be built, 
is one of the most productive fishing 
grounds in the area. That means this 
area produces offspring. This is where 
the fish spawn. 

The impact of the shoal will be sig-
nificant. The piling for each one of 
these windmills—there are 130 of 
them—are 16 feet in diameter and will 
be bored down into the shoal to a depth 
of about 80 feet. This productive area 
will be littered with 130 drilled holes. 
Each piling will occupy 2 acres of pro-
ductive fishing ground. Navigating in 
and around 130 turbines will make fish-
ing and fishing reproduction in this 
area nearly impossible. 

In addition, these turbines will make 
Coast Guard search and rescue mis-
sions much more difficult in this area, 
already known for severe weather and 
sea conditions in parts of the year. 

Those in Massachusetts raise another 
important point. Developing a wind 
farm of this size and scale offshore has 
never been done before, let alone in an 
environment as extreme as the waters 
of the North Atlantic. 

To put this challenge in perspective, 
it helps to compare the Massachusetts 
project to the wind farm currently op-
erating in Palm Springs, CA. I know a 
little bit about this. I have gone into 
that town several times by air. That 
facility stands 150 feet at the tallest 
point. The blades are half the length of 
a football field, but they are one-third 
of this size. Even on dry land and a rel-
atively calm desert climate, the Palm 
Springs wind farm has been plagued by 
serious maintenance complications. 
Many of the turbines require constant 
maintenance and repair. 

Put that in the Massachusetts Sound. 
They require maintenance and repair 
constantly. This Massachusetts project 
would require maintenance and repair 
to take place in icy waters of Nan-
tucket Sound. The size of the wind-
mills for this facility would dwarf the 

existing land-based wind projects. The 
windmills in Nantucket Sound would 
stand nearly three times as tall as 
those in Palm Springs, with wind 
blades over a football field in length. 
Just the blade is a football field in 
length. 

Now, given the legitimate issues 
raised by the people of Massachusetts 
and their representative, I believe it is 
only fair to allow the State to have an 
equal voice in the debate over the 
siting of this project. Nantucket 
Sound, as I have said, is not the only 
place where a project of this kind can 
be built. In Europe, deepwater wind en-
ergy technologies are currently being 
developed as far out as 15 miles in 138 
feet of water. Placing wind energy fa-
cilities further from their shore re-
duces their impact on maritime navi-
gation. 

If this 24-square-mile wind farm is 
built further away from shore, there 
would be a number of benefits. It would 
be removed from boating, fishing, 
ferrying, shipping channels, reducing 
the risk of collision and reducing the 
potential impact on the navigation 
which we have asked the Coast Guard 
to look into. 

I do support America’s use of alter-
native energy sources, including wind 
farms and wind power. I have supported 
wind projects in the past during my 
time as chairman of the Senate Com-
mittee on Appropriations. Our com-
mittee appropriated over $105 million 
for wind projects in fiscal year 2002 to 
fiscal year 2006. There was even one in 
my State around Kotzebue. 

It is the right of a State to determine 
if this type of project is consistent 
with its efforts to protect its resources. 
I believe Congress should defer to the 
judgment of the Massachusetts con-
gressional delegation, the Governor of 
Massachusetts, and the people of Mas-
sachusetts on this matter. States 
should have a say in the activities tak-
ing place in the waters adjacent to 
their shores. This location, in par-
ticular, deserves special consideration 
due to the geographic peculiarities of 
the region. 

California blocked oil platforms, Or-
egon and Washington blocked them be-
fore they were even built. 

We now have a dispute before the 
Congress over a potential development 
of gas resources 170 miles off the State 
of Florida. This is 3 miles. This is with-
in a sound that is one of the—I have 
only been there two or three times, but 
it is a place if you ever go to it you 
would not forget. It is not a place that 
deserves to have this impact. The resi-
dents of Massachusetts will have to 
live with the impact of this project. 
They must have a greater role in deter-
mining the fate of this treasured area. 

This bill, H.R. 889, as agreed to by the 
conference committee, rightly awards 
the State of Massachusetts this greater 
authority in the decisions regarding 
this project. So I am here today to urge 
the House and the Senate to listen to 
the people of Massachusetts and par-

ticularly to listen to their senior Sen-
ator. 

I am pleased to yield whatever time I 
have remaining. I think I have only an-
other 10 minutes or so. I yield to the 
Senator from Massachusetts. 

I think we have 30 minutes on this 
side and 30 minutes on that side, is 
that correct? 

The PRESIDING OFFICER. There is 
14 minutes remaining on the majority 
side. 

Mr. STEVENS. Is there time on the 
Democratic side for the Senator from 
Massachusetts? 

Mr. KENNEDY. We are rotating back 
and forth. I am happy to work that out. 

Mr. STEVENS. We will work that 
out. 

Mr. KENNEDY. We will stay on the 
subject matter. 

Mr. ENZI. We had some latitude here 
to allow 20 minutes on this and we 
were 5 minutes late from that one. 

Mr. STEVENS. I talked too long. 
Mr. ENZI. And Senator THUNE does 

not have the time for his speech. 
Mr. THUNE. Mr. President, I cannot 

yield, but if the Senator from Massa-
chusetts requests time and wants to 
use the Democratic time for that, we 
have 14 minutes on the majority side I 
would like to use to talk about the 
small business health plan. But if the 
Senator from Massachusetts wants to 
use Democratic time, that is fine. 

Mr. KENNEDY. I ask to be yielded 8 
minutes on the Democratic time. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

The Senator from Massachusetts. 
Mr. KENNEDY. Mr. President, I 

thank my friend and colleague, the 
Senator from Alaska. 

I hope to have an opportunity to get 
into this in greater detail than I will 
for the few minutes I have this after-
noon. 

There are certain points I want to 
make. That is, the waters around the 
area described by the Senator from 
Alaska, the Nantucket-Martha’s Vine-
yard-Cape Cod area, has been des-
ignated a state ocean sanctuary and it 
is an unreplaceable asset to the people 
of Massachusetts. Up to 1986, it was 
generally recognized to be under the 
jurisdiction of the Commonwealth. In 
the 1970s, Massachusetts was concerned 
about potential development threats 
and made the entire area a protected 
state ocean sanctuary—where no struc-
tures could be built on the seabed and 
where no offshore electricity genera-
tion facilities could be constructed. 

The legislation was passed easily 
through the State House. And the spe-
cific part of Nantucket Sound that is 
no longer protected by the state laws, 
because of a Supreme Court decision, is 
under consideration for national ma-
rine sanctuary status. 

My second point, Mr. President, is 
that I am for wind energy. We all know 
we need it to meet our future needs, 
and we’ve seen the successes that on-
shore wind energy farms can be. We 
ought to have offshore wind energy, 
but we need to get it right. 
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The problem in Massachusetts is that 

we have a developer who’s basically 
staked a claim to 24 square miles of 
Nantucket Sound back when there 
were no rules on offshore wind develop-
ment, and then got the project written 
into the new law so the new rules won’t 
apply to this project. 

And the practical effect is that there 
will be no competition for the devel-
oper and that his application is being 
reviewed and processed before the De-
partment of the Interior can even com-
plete a national policy. 

In the Energy bill, section 388 says: 
. . . the Secretary shall issue a lease, ease-

ment or right-of-way under paragraph (1) on 
a competitive basis unless the Secretary 
after public notice of a proposed lease, ease-
ment or right-of-way that there is no com-
petitive interest. 

The next provision says: 
Nothing in the amendment made by sub-

section (a) requires the resubmittal of any 
document that was previously submitted or 
the reauthorization of any action that was 
previously authorized with respect to a 
project for which, before the date of enact-
ment of this Act— 

(1) an offshore test facility has been con-
structed; 

Well, where in the country was there 
a project that had an offshore test fa-
cility?—only in Nantucket Sound. So 
this was a real special interest provi-
sion. 

Because of this ‘‘savings provision,’’ 
the developers are pushing Interior to 
complete this review before the rules of 
the game are even established and be-
fore the ocean is zoned. 

So while Interior is setting a uniform 
program—and deciding which sites 
should be used—this project is on the 
fast track. The developer and the de-
veloper alone picked the site. 

And this is a serious problem. Look 
at what the EPA said about this 
project’s draft environmental impact 
statement. They called it ‘‘inad-
equate.’’ That’s from the EPA, the 
agency charged with protecting the en-
vironment. 

And the EPA wasn’t alone. Look at 
what the US Geological Survey said 
about Cape Wind’s draft environmental 
impact statement: 

. . . the DEIS is at best incomplete, and 
too often inaccurate and misleading. 

Inadequate—Incomplete—and too 
often inaccurate and/or misleading. 
Does this sound like project that 
should be on the fast track? 

But because they’ve been written 
into the law, the interests of our state 
have been basically submerged to a 
special interest developer. 

They complain about the provision in 
this bill that Senator STEVENS nego-
tiated with the House. He’s right. He’s 
trying to at least bring this back up for 
review under the sunlight and ensure 
that the interests of the state for safe-
ty and for environmental protection 
aren’t run roughshod over. 

The project’s developer is the one 
that got the special interest legisla-
tion. This Coast Guard provision is de-
signed to check that and preserve the 
public interest. 

The provision Senator STEVENS craft-
ed tries to remedy an injustice the de-
veloper created, and at least let the 
people of our State be heard. 

We wish this provision wasn’t nec-
essary, and it wouldn’t be if the devel-
oper was content with following the 
rules that apply to everyone else. 

That would have been satisfactory, 
but no, we are denied that equal treat-
ment. We are prohibited from that. 
That is not right. 

Our State went out and created the 
Cape and Islands Ocean Sanctuary as a 
protected area. Then the Supreme 
Court cut a hole in those protections, 
and now the interests of the State to 
preserve the fisheries and environment 
of the whole region is being under-
mined. It is being handed off to private 
interests. It’s not right. We deserve to 
have at least a little fairness in this. 

I will not take the time to list the 
various national marine sanctuaries, 
including the Channel Islands, all the 
Florida Keys, and other national treas-
ures, like Stellwagen Bank outside of 
Boston, which I am so happy we have 
protected into the future. 

The law says you can’t build energy 
facilities in those sanctuaries and we 
shouldn’t—and Nantucket Sound is 
just as important as those. 

For 400 years the Sound was consid-
ered Massachusetts waters, and it was 
a protected by the people of our state. 

In preparation for the 1986 Supreme 
Court decision that would specify that 
this narrow area would be carved out 
as Federal land, we took special care to 
get on the national marine sanctuary 
site evaluation list. We didn’t want to 
take any chances then, and we’re still 
on the list. At a minimum, no indus-
trial project should be built there until 
we can resolve that status. 

And now we have a developer who 
wants complete control over 24 miles in 
the middle of the Sound, even though 
no government agency has zoned it for 
energy development yet. 

We know that the U.S. Commission 
on Ocean Policy called for a com-
prehensive siting policy, and that Inte-
rior is now working on it. We endorse 
that approach completely, but this de-
veloper is undermining that. 

And the American people should 
know just what this developer is get-
ting for this no-bid, no-compete con-
tract. There will be at least $28 million 
a year in federal tax benefits available 
to the developer that’s $280 million 
over 10 years. 

And in Massachusetts, the developer 
will be eligible for between $37 million 
and $82 million a year in price subsidies 
under the renewable energy credit pro-
gram. That’s $370 million to $820 mil-
lion in price subsidies over 10 years. 

Then there’s the fact that the com-
pany will be able to write off the $800 
million cost of this project off in just 5 
years. 

This is a boondoggle, and it’s an out-
rage the developer’s getting a no-bid 
contract to a public resource. We’ve 
seen what no-bid contracts can do, Mr. 
President. 

Who pays when we talk about sub-
sidies? It comes out of the taxpayers’ 
pockets when we talk about subsidies. 

It is a great deal for this developer. It 
is a great deal for his investors. It is a 
great deal for the venture capitalists. 
They will get so much money they will 
not be able to count it. But it shouldn’t 
be done without the voice, without the 
consideration, and without the interest 
of the State, let alone the many groups 
that oppose this project and fear that 
it will undermine the safety, environ-
ment, and economic interests of the re-
gion for years to come. 

I thank the Senator from Alaska for 
his hard work on this bill and this pro-
vision. 

Let me ask the Senator—and I know 
the time is up—I understand if this 
proposal were for an LNG facility in 
Nantucket Sound, the Governor of 
Massachusetts would have the same 
authority under the Deepwater Port 
Act that we’re seeking here for this 
project. Am I correct? 

Mr. STEVENS. That is right. 
Mr. KENNEDY. We need LNG and we 

need more energy sources, but if they 
had decided here to do an LNG on this 
site, the Governor would have a voice 
in that, am I correct? 

Mr. STEVENS. I believe the Senator 
is correct. 

Mr. KENNEDY. So this idea about 
having a voice on this makes a good 
deal of sense. 

I thank the Senator from Alaska. 
I yield the floor. 
The PRESIDING OFFICER (Mr. MAR-

TINEZ). The Senator from South Da-
kota. 

Mr. THUNE. Mr. President, how 
much time is remaining on this side? 

The PRESIDING OFFICER. Ten min-
utes remains. 

Mr. THUNE. Mr. President, I ask 
unanimous consent, if necessary, that I 
have a couple of additional minutes be-
yond that. I believe the other side was 
granted a little bit of extra time when 
they were addressing this issue as well. 

The PRESIDING OFFICER. Is there 
objection? 

Without objection, it is so ordered. 
The Senator will have an additional 2 
minutes. 

Mr. THUNE. Mr. President, last week 
the Robert Wood Johnson Foundation 
sponsored ‘‘Cover the Uninsured’’ 
week, a call for this country to wake 
up and address a huge and growing 
problem in our Nation. In 2004, approxi-
mately 19.1 percent of nonelderly 
Americans did not have health insur-
ance. That number is growing. 

Why do we have this problem in one 
of the wealthiest nations in the world? 
It is because nearly one-half of the 45 
million uninsured individuals in the 
United States are either employees of 
small firms or family members of small 
business employees. 

The primary reason cited by small 
businesses themselves for not offering 
health benefits is simply the high cost 
of health insurance. We can do some-
thing about that beginning today. We 
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also have this problem because Con-
gress has repeatedly failed to do its job 
in the past. We can also do something 
about that, beginning today. 

Today the Senate voted on a motion 
to proceed to S. 1955, which is a bipar-
tisan bill addressing the issue of the 
working uninsured. This legislation al-
lows the creation of small business 
health plans to help lower the cost of 
health care for small business owners 
and their employees. 

Our colleagues on the other side have 
also offered some legislation today to 
address this issue. Senators DURBIN and 
LINCOLN have talked about their par-
ticular proposal, which is a Govern-
ment approach. In fact, they say it 
saves money, but it shifts the costs 
over to the taxpayers, to the tune of 
$73 billion over a 10-year period. Why 
would we ask for taxpayers to foot the 
bill before we have allowed the small 
businesses of this country to take ad-
vantage of a market-based approach 
and to use the market forces that exist 
out there in a way that would drive 
health care costs down for them and 
their employees? It is very simply a 
difference of philosophy. 

Our philosophy—the approach con-
templated under S. 1955—deals with a 
market-based solution to this issue. 
The proposal, S. 2510, by our colleagues 
on the other side is a Federal Govern-
ment solution to this issue, at a great 
cost, I might add, to the taxpayers of 
$73 billion over a 10-year period. 

S. 1955, the Enzi bill, which, as I said 
earlier, we were able to move to pro-
ceed to today, would lower the cost of 
care for employers and employees. In 
addition, the Congressional Budget Of-
fice estimates S. 1955 would reduce net 
Federal spending for Medicaid by about 
$790 million over the next 10 years. It 
would also save the States of this coun-
try about $600 million in the cost of 
Medicaid over a 10-year period. That is 
in addition, as I said, to the savings 
that would be achieved for small busi-
nesses. 

The Congressional Budget Office has 
analyzed this particular piece of legis-
lation and concluded it would save 
somewhere between 2 and 3 percent for 
small firms in this country on the cost 
of their health insurance. What is sig-
nificant about this, as well, in contrast 
to the proposal by our colleagues on 
the other side, which would cost an ad-
ditional $73 billion over the course of 
the next 10 years, is the Congressional 
Budget Office said that the Enzi bill, S. 
1955, would increase tax revenues com-
ing into the Government by $3.3 billion 
over 10 years because lower spending 
on health insurance would increase the 
share of employee compensation paid 
in taxable wages and salaries versus 
tax-excluded health benefits. In other 
words, lower spending on health insur-
ance would translate into higher wages 
and salaries and actually would also 
generate more revenue for the Federal 
Government rather than less, which is 
what would happen under the proposal 
by the Democrats, which would cost 

the taxpayers $73 billion, according to 
the Congressional Budget Office, over a 
10-year period. 

So I believe it is important we move 
forward and we vote to send S. 1955 out 
of the Senate to conference with the 
House. As a Member of the House of 
Representatives, I voted for the cre-
ation of small business health plans 
numerous times. In fact, that par-
ticular proposal has been voted on no 
fewer than eight times in the House of 
Representatives. 

Every time I voted when I was a 
Member of the House, and every time it 
has been passed by the House of Rep-
resentatives, it has come to the Senate 
and has been unable to be voted on be-
cause it has been filibustered, ob-
structed by the other side. I would say, 
that is in spite of the fact that if it 
were allowed an up-or-down vote in the 
Senate, I believe there would be a deci-
sive bipartisan majority in favor of 
this legislation. 

Unfortunately, due to obstruc-
tionism, the Senate, until today, has 
never voted on legislation creating 
small business health plans. As a Con-
gressman and now Senator, I have lis-
tened to many accusations about the 
harm that S. 1955 or similar legislation 
would do if it were enacted. 

What harm would be caused by de-
creasing the cost of health care for 
small employers by 12 percent and in-
creasing the coverage of the working 
uninsured by 8 percent? Lower cost and 
more coverage for those who are cur-
rently uninsured: That is not harm. 
That is exactly what we ought to be ac-
complishing here by enacting legisla-
tion that would make health care cov-
erage more affordable and more avail-
able to more Americans. 

South Dakota has an estimated 72,949 
small businesses as of 2004, which is an 
increase of 2.4 percent from the pre-
vious year in 2003. South Dakota also 
had an estimated 90,000 uninsured indi-
viduals or 12 percent of our population 
in the year 2004. Fifty-two percent of 
South Dakotans had employer-based 
health insurance, 8 percent below the 
national average. 

Small businesses are the backbone of 
South Dakota’s, as well as our Na-
tion’s, economy. It is time these busi-
nesses were placed on a level playing 
field and allowed to pool together to 
purchase health insurance, like large 
employers and unions. 

I have heard from many provider 
groups in my State of South Dakota 
concerned about coverage for their spe-
cific services. S. 1955 allows small busi-
ness health plans to offer a basic ben-
efit plan that would be exempt from 
State mandates as long as the small 
business health plan also offers an en-
hanced benefits option that includes at 
least those covered benefits and pro-
viders that are covered by a State em-
ployee health benefit plan in one of the 
five most populated States in this 
country. 

According to the Council for Afford-
able Health Insurance, all of these 

States—all of these States—require 
coverage for alcoholism, breast recon-
struction, diabetes self-management, 
diabetic supplies, emergency services, 
mammograms, mastectomy stays, ma-
ternity stays, general mental health, 
chiropractors, optometrists, podia-
trists, psychologists, and social work-
ers. 

Small business owners want to give 
their employees the best health cov-
erage possible under their budgets to 
recruit and retrain their workforce. 
Facts suggest self-insured large com-
pany health plans, currently exempt 
from State mandates, generally cover 
services important to their employees. 

This legislation would create new op-
tions for small businesses and the po-
tential for a choice in health plans for 
their employees. Today, only 10 per-
cent of firms with 50 or fewer employ-
ees offer their workforce a choice of 
more than one health plan. Lowering 
the administrative costs of health in-
surance plans will give small firms new 
and better coverage choices for their 
workers. 

Additionally, the GAO found that the 
added cost of mandates to a typical 
plan is between 5 and 22 percent. CBO 
estimates that every 1-percent increase 
in insurance costs results in 200,000 to 
300,000 more uninsured Americans. 
When the cost of health insurance goes 
up, coverage and access go down. 

The concept behind S. 1955 is very 
simple: to provide health insurance to 
small businesses that is both affordable 
and accessible. Small businesses not 
only in my State of South Dakota but 
across the Nation have been fighting 
for the creation of small business 
health plans for over 10 years. It is 
high time that the obstruction end in 
the Senate, that the Senate step aside 
and allow an up-and-down vote on this 
very important legislation. 

As I said before, it is legislation that, 
if you look at just the Congressional 
Budget Office findings, would cover 
nearly a million more people, would 
allow three out of every four small 
business employees to pay lower pre-
miums than they currently pay under 
current law, and would see small firms’ 
premium costs decline by 2 to 3 per-
cent. The average decrease per firm 
would likely be greater, since the CBO 
estimate is a total that factors in the 
costs of other benefits added by firms 
in response to the reduction in pre-
miums. 

It would also allow annual spending 
on employer-sponsored health insur-
ance to be reduced by about $2 billion 
in a 5-year period. As I said earlier, it 
would increase Federal tax revenues by 
$3.3 billion over 10 years because lower 
spending on health insurance would in-
crease the share of employee com-
pensation paid in taxable wages and 
salaries versus tax-excluded health 
benefits—more coverage; lower costs; 
more revenue to the Federal Treasury, 
not less. The alternative offered by our 
colleagues on the other side, as I said 
earlier, comes at a high cost to the tax-
payers: $73 billion over a 5-year period. 
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We can do better. We can allow the 

market forces of this country to be 
used. We can take a market-based ap-
proach to this issue and do something 
that has been done a long time ago, 
something that has, as I said, been 
voted on repeatedly in the House of 
Representatives, never to have been 
voted on here in the Senate, because it 
has been blocked. 

It is high time for the small busi-
nesses of this country, for their em-
ployees, for families who lack coverage 
today, to have another tool at their 
disposal, a tool that takes into account 
and takes full advantage of market 
forces, by allowing small businesses to 
group together to leverage their size, 
to drive down the rates they pay for 
health insurance and, thereby, cover 
more of their employees. 

That, again, is in stark contrast to 
the model and the proposal that is 
being offered by our colleagues on the 
other side, which consists of a govern-
ment-based solution, that comes at a 
very high cost to the taxpayers, that 
calls for more bureaucracy and red-
tape, and does nothing in the end to 
bring down the cost of health care for 
small businesses in this country. 

It is long overdue. I hope, as we have 
the chance to debate this now in the 
Senate, once that debate is concluded, 
we will be able to proceed to a vote be-
cause the one thing that has always 
been missed here in the Senate, despite 
action on eight different occasions in 
the House, is an actual up-and-down 
vote in the Senate that would allow 
the Senate to speak on the issue of 
whether we want to do something 
meaningful to reduce the cost of health 
care for small businesses in this coun-
try, to provide more coverage for those 
who are currently uninsured, and also 
to do something that would reduce the 
cost to the Government, the cost of 
Medicaid, as well as the other costs 
that are associated, as I said earlier, by 
increasing the amount that would 
come into the Treasury. 

For those reasons, Mr. President, I 
ask my colleagues to support this leg-
islation. 

I yield back the remainder of my 
time. 

The PRESIDING OFFICER. The time 
until 4:30 is controlled by the minority. 

The Senator from Iowa. 
Mr. HARKIN. Mr. President, here we 

are on day 2 of Health Week, and there 
are still no plans to bring up H.R. 810, 
the stem cell research bill. 

This bill was passed by the House of 
Representatives 351 days ago—almost a 
year ago now—with still no action here 
in the Senate. Yet the majority of Sen-
ators are for it. I do not understand 
how in the world we can have a Health 
Week in the Senate and not vote on the 
American public’s No. 1 health re-
search priority: lifting the President’s 
restriction on embryonic stem cell re-
search. 

That seems to be what we are doing. 
We are wasting our time on bills that 
everyone knows are not going to pass. 

We are passing up a golden opportunity 
to promote one of the most promising 
areas of research in our lifetimes. 

Most people by now have heard of the 
enormous potential of embryonic stem 
cells. These cells have the remarkable 
ability to turn into every other type of 
cell in the human body—brain cells 
that could replace those lost in Parkin-
son’s disease, islet cells to replace 
those lost in type 1 diabetes, and on 
and on. Adult stem cells don’t have 
that power, only embryonic stem cells. 
That is why the world’s best scientists 
think embryonic stem cell research has 
so much promise to save lives and ease 
human suffering. It is also why they 
are so frustrated by the President’s ar-
bitrary restrictions on stem cell re-
search. 

Under the President’s guidelines, 
Federal funding can be used for re-
search only on those stem cell lines 
that were created before August 9, 2001, 
at 9 p.m. Where did that date come 
from? Out of thin air? If the stem cell 
lines were created at 8:30 p.m., they are 
fine, they are moral, they are OK. If 
they were created at 9:30 p.m., all of a 
sudden they missed the cutoff. It is to-
tally arbitrary. 

Shortly after the President an-
nounced his policy, he said 78 stem cell 
lines were eligible under his guidelines. 
It turns out that only 22 are. In fact, it 
is even worse. Only a handful of those 
are even healthy enough and readily 
available. More importantly, all of the 
22 lines that are available have been 
contaminated by mouse cells. They 
have been grown in a mouse feeder cell 
environment. It is unlikely they will 
ever be used for any kind of human 
intervention, which is supposed to be 
the whole point of the research any-
way. 

Dozens more stem cell lines have 
been created since August 9, 2001. They 
are healthier. Many have never been 
contaminated with mouse cells. But 
thanks to President Bush, they are off 
limits to our best scientists. 

Yet opponents of H.R. 810 sometimes 
argue that embryonic stem cell re-
search has no potential. Last week, 
Senator BROWNBACK presented a list of 
diseases that are being treated with 
adult stem cells and asked why that 
hasn’t happened yet with embryonic 
stem cells. Let me address that di-
rectly. Scientists have been doing re-
search on adult stem cells for over 30 
years. There are no arbitrary restric-
tions on research with adult stem cells. 
Scientists and private companies don’t 
have to be skittish about doing this re-
search. They don’t have to worry that 
all of a sudden the Federal Government 
is going to ban it or limit it. 

Let’s compare that situation with 
human embryonic stem cells. Sci-
entists didn’t even know how to derive 
them until 1998. The first Federal grant 
for these stem cells wasn’t awarded 
until 2002. Even now, only a tiny frac-
tion of the total Federal budget for 
stem cell research is used for embry-
onic stem cells. The vast majority goes 

for adult stem cell research, and every 
scientist who enters this field is taking 
a risk that Congress will pass a law to 
shut down the lab. They also risk that 
they won’t get any 1 of the 22 lines con-
taminated by mouse feeder cells which 
they will then not be able to use for 
human therapy. So it is no wonder that 
more diseases are being treated today 
with adult stem cells. Adult stem cell 
research had a 30-year head start. 
Meanwhile, scientists have been study-
ing embryonic stem cells for just 5 
years with one arm tied behind their 
back. 

The fact is, it doesn’t matter what I 
think about the potential of embryonic 
stem cell research. It doesn’t matter 
what Senator BROWNBACK thinks ei-
ther. What matters is what the sci-
entists think. And I defy anyone to 
find a single reputable biomedical sci-
entist whose doesn’t believe we should 
pursue embryonic stem cell research. 

I have a letter from Dr. J. Michael 
Bishop who won the Nobel Prize in 
medicine in 1989. He writes: 

The vast majority of the biomedical re-
search community believes that human em-
bryonic stem cells are likely to be the source 
of key discoveries related to many debili-
tating diseases. . . . In fact, some of the 
strongest advocates for human embryonic 
stem cell research are those scientists who 
have devoted their careers to the study of 
adult stem cells. 

A letter from Dr. Alfred G. Gilman, 
who won the Nobel Prize for medicine 
in 1994: 

It has become obvious, however, that the 
number of stem cell lines actually available 
under current policy is too small and is con-
trolled by a limited monopoly, which has 
made it significantly more difficult and ex-
pensive for research to be conducted. These 
limits have hindered the important search 
for new understanding and treatment of dev-
astating diseases. 

I have similar letters from Dr. Ferid 
Murad, who won the Nobel Prize for 
medicine in 1998; Dr. Arthur Kornberg, 
who won the Nobel Prize in medicine in 
1959; and dozens more of our Nation’s 
top researchers—all of whom believe in 
the potential of embryonic stem cell 
research. I ask my friend from Kansas, 
in response to his speech of late last 
week: Are there any Nobel Prize win-
ners in medicine who oppose embryonic 
stem cell research? Name one. 

In fact, I challenge him further: Are 
there any reputable biomedical re-
searchers at all who think we should be 
studying adult stem cells only and not 
embryonic stem cells? Name one. 

I don’t think he will find one. Every 
scientist I have spoken to says stem 
cell research should not be an either/or 
endeavor. We should not be talking 
about stem cell research or embryonic 
stem cell research. We should study 
both. We should open all doors in the 
pursuit of therapies that can save lives 
and ease human suffering. The break-
throughs are coming, but they take 
time. To clamp down on embryonic 
stem cell research before it even has a 
chance to start shows a total lack of 
understanding about how science 
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works. More importantly, it denies 
hope to millions of Americans who suf-
fer from Parkinson’s, ALS, juvenile di-
abetes, spinal cord injuries, and dozens 
of other terrible diseases and condi-
tions. 

We are rapidly approaching the 1- 
year anniversary of the vote in the 
House on H.R. 810. It has been 351 days 
since the House passed it on a strong 
bipartisan vote. If the Senate were al-
lowed to vote on H.R. 810, we would win 
here, too. We have the votes. We would 
pass this bill and send it on to the 
President. Regrettably, however, the 
Republican leadership has not let that 
happen. So here we are, we are going 
through this farce—it is farcical—com-
edy, gimmickry of a so-called Health 
Week without taking up the American 
public’s No. 1 health research priority. 

It is Tuesday. Health Week lasts for 
3 more days. We could pass H.R. 810 in 
a matter of hours. I urge the majority 
leader, take up the bill. Let the Senate 
have a quantified amount of time to 
debate it. We will pass it, and we will 
give millions of Americans who are suf-
fering from diseases the hope they de-
serve. 

I yield the floor. 
The PRESIDING OFFICER. The Sen-

ator from California. 
Mrs. BOXER. Mr. President, before 

he leaves the floor, I say to my col-
league from Iowa, Senator HARKIN, how 
much I appreciate his leadership in the 
area of health care. His analysis of 
where we stand on the stem cell issue 
is so appropriate, and he is so right. 
Here we have a whole area of scientific 
research that is waiting to take off. We 
have States, such as mine and others, 
that are taking the lead instead of fol-
lowing the lead of the Federal Govern-
ment. 

I say to my friend, does he ever re-
member a time in history when this 
country was plagued by disease that 
the Federal Government didn’t step to 
the plate, whether there was a Repub-
lican President or a Democratic Presi-
dent? Isn’t it shocking that as we face 
these epidemics of Alzheimer’s and 
Parkinson’s and cancer and heart dis-
ease and all the others my friend men-
tioned, isn’t it amazing—I am sure it is 
to him as well as to me—that we have 
a lack of leadership in Washington? 

Mr. HARKIN. I say to the Senator 
from California, it is not just amazing, 
it is shameful. It is shameful what is 
happening now with the lack of support 
for biomedical research, especially em-
bryonic stem cell research. As I said, 
every Nobel Prize winner in medicine, 
all the reputable scientists say we 
should be on it and we should be on it 
strongly. Yet the President, through 
this arbitrary cutoff, is denying this 
for scientists, denying it to people who 
are suffering. I say to my friend from 
California, God bless California. They 
took the lead out there. Her State has 
taken the lead. They are forging ahead. 
Other States are following their lead. If 
only we could get the Federal Govern-
ment to follow their lead. 

Mrs. BOXER. As my friend pointed 
out in his statement, we have the votes 
for stem cell research, even with the 
President’s opposition. If we asked for 
a show of hands in any roomful of peo-
ple: Have you been touched by cancer, 
have you not personally or someone 
you know been touched by heart dis-
ease, by stroke, by Alzheimer’s, Par-
kinson’s, paralysis, all these things, we 
know how many hands would go up. 

Mr. HARKIN. Juvenile diabetes. 
Mrs. BOXER. That is clearly one. 

And I have met with juvenile diabetics. 
I have met with the children, the par-
ents and the families. They are count-
ing on us. Here we are in Health Week, 
as my friend points out. We have the 
votes. Yet what do they bring up? A 
bill that is actually going to take away 
health care from people, the Enzi bill. 

Mr. HARKIN. Exactly. I appreciate 
my colleague from California. She is 
right on target. I know my friend from 
California, the distinguished Senator, 
has been in the forefront of fighting for 
the things that will help people have 
better lives, especially in health care, 
and to ease the pain and suffering of 
people, especially juvenile diabetics. 

As the Senator knows, the families 
tell us that perhaps one of the first 
therapies that could come from embry-
onic stem cell research would be for 
these kids suffering from juvenile dia-
betes. What a great day that would be. 

I thank the Senator for her com-
ments and strong leadership in all the 
areas of health care, and I thank Cali-
fornia, through her, for the leadership 
they have shown. 

Mrs. BOXER. I am very proud of my 
State. 

In my State the gentleman who took 
the lead in putting the stem cell re-
search initiative on the ballot has a 
child with juvenile diabetes. Watching 
that child suffer and struggle moti-
vated him. He ignited this wonderful 
movement in our State. Shockingly, 
here we are in Health Week and this 
thing is nowhere to be seen. It is an-
other example of why we need change 
around this place. I thank my friend. 

This Health Week Republican style is 
really fascinating when you look at the 
bills that have come before us. The 
first two bills would have hurt patients 
who were injured by malpractice, pa-
tients who might have been made infer-
tile or harmed in many ways. Those 
two bills took away the rights of pa-
tients. 

The PRESIDING OFFICER. The mi-
nority’s time has expired. 

Mrs. BOXER. I ask unanimous con-
sent to speak another 15 minutes. 

The PRESIDING OFFICER. Is there 
objection? 

Mr. ENZI. I object. 
The PRESIDING OFFICER. Objec-

tion is heard. 
Mrs. BOXER. I ask unanimous con-

sent to suggest a quorum call. 
Mr. ENZI. Mr. President, under the 

unanimous consent agreement, we are 
alternating every 30 minutes. 

The PRESIDING OFFICER. Under 
the precedents of the Senate, the Sen-

ator must control at least 10 minutes 
in order to suggest the absence of a 
quorum. 

Mrs. BOXER. I ask unanimous con-
sent that at 5 o’clock I be given the 
floor for 10 minutes. 

The PRESIDING OFFICER. Is there 
objection? 

Mr. ENZI. Mr. President, reserving 
the right to object, the Senator’s side 
controls the time at that time. So if 
they want to give the Senator the 10 
minutes, there would be no objection 
to that. It would come out of the 
Democratic time. 

Mrs. BOXER. I thank the Chair. 
The PRESIDING OFFICER. Without 

objection, it is so ordered. 
The Senator from Wyoming. 
Mr. ENZI. Mr. President, first, I 

apologize for the confusion over the 
unanimous consent that we had. It was 
designed early this morning to make 
sure each side had an opportunity to 
have an equal amount of say on the 30 
hours that we are working on in order 
to actually get to amendments on this 
bill. Now that we have had cloture and 
everybody has agreed, or almost every-
body, that we needed to proceed on the 
bill, we are talking about an issue that 
is huge to small businesses out there 
and wanting to find some kind of solu-
tion. We even suggested that perhaps 
they would like to reduce the number 
of hours of debate about the right to 
proceed so that we could actually get 
to offering amendments. But we have a 
30-hour time requirement. That could 
be reduced by unanimous consent, or 
even eliminated by unanimous consent. 
But it has not been, so we will try to 
keep on a half-hour rotating basis so 
that as many people as possible can 
have something to say on the bill. 

I am going to take a few minutes at 
this point to talk about this issue. We 
have been talking about health care. 
One advantage of having this 30 hours 
is to have some additional health care 
debate. I need to talk a little bit about 
prescription drugs Part D. That is not 
part of the motion to proceed, but it 
has been talked about a number of 
times on the Senate floor today. There 
are some confusing things out there for 
seniors that I would like to clear up. 

I have been taking the last two re-
cesses to travel across Wyoming and 
hold meetings with senior citizens to 
explain the prescription drug plan to 
get them signed up so they can get the 
benefit. There is some confusion out 
there. When we were designing the 
plan, we were worried that there would 
not be any plan interested in our small 
population in Wyoming. We have less 
than 500,000 people in our State. Our 
biggest city has 52,000 people. So we 
have a little bit of trouble finding a big 
enough pool for anything and to en-
courage interest. So I asked that there 
be kind of a Federal backup plan on it, 
and that was put in the bill. 

But when the time came around for 
companies to offer plans in Wyoming, 
obviously, they were even excited 
about 500,000 people because we had 41 
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plans respond. That is competition. 
That competition brought the prices 
down by 25 percent before the people 
even applied for the benefit. A huge de-
crease in cost; that is cost by competi-
tion. The downside is that 41 plans cre-
ate confusion. If you have ever tried to 
buy insurance and talk to a number of 
different insurance salesmen, every 
package is designed slightly different 
to make it a little bit more confusing 
so that their plan looks better, but it is 
also harder for you to make compari-
sons. 

There is an easy way to make com-
parisons. Medicare saw that coming 
and set up a computer analyzation so 
that all you have to know is what your 
prescriptions are and what the doses 
are. You can put them in over the 
Internet or you can talk to somebody 
live by an 800 number or there are a lot 
of volunteers across America who are 
helping to get this information out. It 
lets Medicare do the math. They will 
present you with three or four plans 
that meet your prescription, your 
doses, and your criteria for where you 
want to buy it. You can look at these 
line by line. All the lines match up and 
you can compare them and find the 
best one for you. It has been a tremen-
dous help. 

My mother asked me to help her on 
her decision. There are kids across the 
United States—kids like me—who need 
to be helping their moms on these 
kinds of decisions. I was happy to do it 
because it gave me an opportunity to 
try out the telephone method, the 
Internet method, and I talked to a 
number of volunteers and the local 
pharmacist. We owe the local phar-
macist a great deal of thanks for the 
way this is working and the difficulties 
that they have had doing a new pro-
gram. We have not had a big change in 
the program in decades. When we first 
had Medicare, there were problems. 
They got worked out. When we started 
this one, there were problems, and I 
think they have mostly been worked 
out. 

Occasionally, at these hearings, 
somebody was having a problem. A 
hour and a half was the longest it took 
us to straighten out any problem for 
anybody. I ran this process and came 
up with these four best at the least 
cost for my mom. 

One of the things that people raise in 
those sections is they say: I don’t need 
any drugs so I should not have to do 
this. I should not have to pay a penalty 
later. 

The way insurance works is that you 
buy into the plan usually before you 
get sick. You pay a premium and when 
you get sick, then you have the cov-
erage for the things that can happen to 
you in the future. 

Medicare prescription Part D is com-
pletely different because you can al-
ready have a huge medical problem and 
a lot of prescriptions and you can sign 
up for this now and have a maximum 
guaranteed cost. I know of people who 
are actually saving thousands of dol-

lars because they signed up. If you 
don’t have anything the matter with 
you and you don’t want to buy into a 
big plan, you run the evaluation and 
you can find a small plan you can buy 
into. 

One in Wyoming is $1.87 a month. 
What if the $1.87 a month doesn’t cover 
me if I have something really bad hap-
pen to me? Well, every November 15 to 
December 31 you can change your 
mind. You can change your company, 
and they cannot stop you. Tell me 
where else insurance works like that. 
Every November 15 to December 31, 
you can change your mind and sign up 
for a plan that has new kinds of bene-
fits for you that match new illnesses 
that you might have. 

This is working for the people who 
have paid attention. It is easy to have 
Medicare do the math. So everybody 
out there who hasn’t signed up needs to 
talk to the volunteers, probably at 
their senior citizen center or call the 1– 
800 number or get on the Medicare 
Internet site and have that plan fig-
ured out for you. It takes a few min-
utes and you can be set so that you, 
first of all, won’t have any penalties, 
but, secondly, you will have some tre-
mendous benefits as you need the medi-
cation. It has made a huge difference. 

Some people have talked about nego-
tiating the price. When I was doing 
these hearings, I had some difficulty 
with people who showed up and said: 
You know, there are some medications 
I really want to have, that I am sup-
posed to have, and I cannot get them. 
Well, when I checked, those were the 
veterans, and the veterans’ prices are 
negotiated, and when they negotiate 
prices, they pick a similar drug and get 
the best price by kind of fixing the 
price on it and driving the price down 
through this bidding war. But it elimi-
nates medications. Yes, there are medi-
cations you can take. It may not be the 
medication your doctor thinks is abso-
lutely the best. But that is what hap-
pens with negotiated prices. 

So what we relied on in the Medicare 
prescription Part D was competition, 
and competition has happened. Prices 
came down 25 percent, and then people 
who signed up for the program who are 
using medications found out that they 
are also saving another 25 percent as 
the least amount, or 37 percent as the 
average amount, and some people are 
getting 83 percent—I say some people. I 
know some people who are getting sev-
eral thousand times more than what 
they are paying in because they are 
into the catastrophic care. I wasn’t 
even listing the catastrophic care. 

The important thing is that we need 
to tell people and help people to sign 
up by May 15. It is a tremendous ben-
efit. We have had more people sign up 
than we had anticipated signing up. 
That means, again, a bigger market; 
that means lower costs. So it works for 
all of us when people sign up. Remem-
ber, there are plans out there. If they 
have them for $1.87 a month in Wyo-
ming, I bet they have that at $1.87 or 

less every place in the country. Look 
at those if you are not using any medi-
cation. 

So that is what competition does. 
That is the purpose of the bill that we 
are talking about and that we have ac-
tually had the motion to proceed on, 
not the ones that fall under other com-
mittees’ jurisdictions, such as Medi-
care or stem cells or some of the other 
things that have been talked about 
here. Those are things that actually— 
this falls under the jurisdiction of the 
Health, Education, Labor and Pensions 
Committee. We took the bill through 
committee that has never been through 
the Senate before. The House passed a 
bill that is considerably more liberal 
and difficult than the one that we 
passed. They passed it eight times over 
there in a very bipartisan way. If we 
have the same Democratic Senators 
over here vote for it that had Demo-
crats in the House vote for it, we will 
pass this bill easily. Even if there is a 
filibuster, we will pass it because it is 
a concept that small businesses have 
been asking for. This is the first oppor-
tunity we have had to provide it for 
them. 

We did it by being very conservative 
in the approach and going to a situa-
tion where we could work across State 
borders, so that associations could 
build a big enough pool that they could 
effectively work with their insurance 
companies to get these multiple com-
petition bids. We are certain that it 
will work. One of the reasons we are 
certain that it will work is because it 
has been tried within States. But those 
who have tried it within States have 
found that it works very well, and they 
know it would work even better if they 
could go across State borders. So even 
those who are doing it are asking to do 
it on a wider scale than what they have 
been. For a lot of the States that have 
less population, yes, they want to be 
able to do it at all. They don’t have big 
enough pools within their States to do 
it, so they want to be able to go across 
the State borders. 

I want to discuss a little bit why we 
need to pass S. 1955 and allow for the 
creation of these small business health 
plans. First of all, the concept of allow-
ing small businesses to join together to 
find better prices for health insurance 
is not new, as I mentioned. Many orga-
nizations have offered nationwide 
health plans to members in the past. 
But States continued to add mandated 
benefits and other regulations to their 
insurance markets during the 1980s and 
1990s, and the administrative hassles 
and costs associated with the mandates 
and regulations became too much of a 
burden for existing plans that could no 
longer offer an affordable benefit on a 
national basis. So they discontinued 
the plans. 

The Associated Builders and Contrac-
tors organization, known as ABC, is an 
unfortunate example of this problem. 
Their insurance carrier refused to con-
tinue doing business with the ABC in-
surance trust in the late 1990s because 
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the panoply of 50 different State regu-
lations and excessive benefit mandates 
made it impractical and unattractive 
for the insurance company to continue 
the program. ABC was unable to find 
another carrier to pick up their busi-
ness. 

This chart kind of shows how health 
care costs have gone. I don’t think 
there is any argument on either side of 
the aisle that this is what has hap-
pened. There has been a rapid esca-
lation, and compared to what it used to 
be, there has been a rapid escalation 
for a long time, oddly enough. We are 
up to a national average cost per em-
ployee of about $8,000 a year. That 
doesn’t include the part the individuals 
are paying, which brings it up to about 
$11,000 a year. That is the amount we 
have been talking about on both sides 
of the aisle today. 

What is truly unfortunate is that 
workers at ABC’s member companies 
were benefiting from this program, and 
the companies were saving money on 
their health care expenses. The health 
plan sponsored by ABC for nearly 45 
years had total administrative ex-
penses of about 13 cents for every dol-
lar in premium. These costs included 
all marketing administration, insur-
ance company risk, claim payment ex-
penses, and State premium taxes. Com-
pare this to the small business employ-
ers who purchase coverage directly 
from an insurance company. The total 
expenses for most small businesses 
today can approach 35 cents for every 
dollar of premium. So saving nearly 25 
cents on a dollar is real money, espe-
cially in today’s health insurance 
prices. 

The other benefit to ABC’s member 
companies and employees is that any 
profit generated by their health plan 
stays in the plan. This also helped keep 
costs down. So the idea isn’t new, and 
it has worked before. 

But Congress needs to act before 
small business organizations can resur-
rect their defunct programs and before 
other organizations can start new ones. 
Congress considered fixing this prob-
lem during debate over the Health In-
surance Portability and Accountability 
Act in 1996—it is better known as 
HIPAA—but the small business afford-
ability provisions in the House bill 
were dropped during the conference be-
tween the House and the Senate in the 
final bill. As a result, HIPAA only ad-
dressed access to health insurance and 
not affordability. So now everyone has 
access to health insurance policies, but 
the policies themselves are 
unaffordable to many. When I became 
chairman of the Committee on Health, 
Education, Labor, and Pensions last 
year, I announced that I would bring a 
health insurance affordability bill be-
fore the committee so we could finish 
the job we started 10 years ago—in 
other words, to make it possible for all 
Americans to have access to a health 
insurance policy that is affordable. 

Many were skeptical then, and some 
may still be skeptical now, but the 

time for more of the same is over. 
America’s working families want 
change, and they are tired of excuses 
from Congress. 

Small businesses and working fami-
lies are demanding relief from high 
health insurance costs. And it is no 
wonder. This year, employers are pay-
ing twice what they were paying in the 
year 2000 for health insurance. That is 
correct. What businesses paid for 
health insurance has doubled over the 
past 6 years. That is a pace we can’t 
keep up. 

This cost squeeze hurts small busi-
nesses the most. The highest rates of 
uninsured workers can be found in 
businesses with 25 or fewer workers. 
Only 60 percent of the Nation’s busi-
nesses are offering health insurance 
these days, down from nearly 75 per-
cent just 5 years ago. 

Small businesses and working fami-
lies are stuck on the escalator of rising 
health insurance costs, with no end in 
sight. And in a tight labor market, 
small business owners don’t want to 
jump off this fast-moving escalator be-
cause dropping health insurance puts 
them at a major disadvantage in com-
peting for the best workers. We need to 
give them a safe place to get off this 
escalator of rising costs, somewhere 
where it is more affordable for them-
selves and working families, and the 
small business health plan will give 
them that option. 

Mr. President, I yield the floor to the 
Senator from North Carolina. 

The PRESIDING OFFICER. The Sen-
ator from North Carolina is recognized. 

Mr. BURR. Mr. President, the chair-
man has brought a carefully crafted 
piece of legislation to the Senate floor, 
one that took a tremendous amount of 
skill to negotiate and one that has in-
credible support—more support when 
the bill passed out of committee than 
it does today. Why? Because people 
now fear it might become law. People 
fear this might pass, and they never be-
lieved it would. What does it do? It 
brings additional competition to the 
marketplace, but more importantly, it 
brings health care coverage to Ameri-
cans who have no coverage today. 

Why are we here today, on Tuesday 
afternoon at almost 5 o’clock? Because 
the Senate is in a 30-hour debate about 
whether we are going to be willing or 
able to proceed. We are not even on the 
bill yet; we are in a procedural mode 
which requires us to have a vote to pro-
ceed to consider whether we are going 
to have a debate on this bill, S. 1955, a 
bill that changes the choices of the un-
insured population in America. 

The choices they have today are 
nothing and nothing. Under any sce-
nario, you would have unanimous sup-
port to change that. But there are ac-
tually people who are against that up 
here, but not across the country. As a 
matter of fact, in this poll done by 
Public Opinion Strategies in March of 
this year, over 80 percent of the people 
polled overwhelmingly support small 
business health plans; in other words, 

they support this legislation—the ef-
fort to bring new choices of products 
that are affordable to small businesses, 
to employers, and, more importantly, 
to the employees they hire. 

In North Carolina, we have 671,000 
small businesses. Ninety-eight percent 
of firms with employees are small busi-
nesses in North Carolina. Don’t let 
anybody come to the floor and tell you 
that this bill does not have an effect 
except on a select group of people. It 
may be a select group of people, but it 
is 98 percent of the employers of North 
Carolina. Women-owned small busi-
nesses have increased 24 percent in 
North Carolina since 1997, Hispanic- 
owned small businesses have increased 
24 percent since the same date, Black- 
owned small businesses have increased 
31 percent since 1997, and Asian-owned 
small businesses have increased 74 per-
cent since 1997. These are companies 
which benefit from this legislation. 
These are companies which today can’t 
afford the premium costs of health in-
surance; therefore, their employee base 
goes without. They are in that cat-
egory of uninsured that so many people 
come and talk about on this floor, but 
they talk about uninsured without the 
solution as to how to cover them. 

This is a population which in some 
cases today is on Medicaid. They work 
full-time. Their income level qualifies 
them for Medicaid. And what would be 
the incentive for them to get off of 
Medicaid? It would be if their employer 
has the option to offer them health 
care the way the majority of America 
is now provided health care: through 
their employer. But we are here in 30 
hours of debate trying to decide wheth-
er we are going to allow Members to 
come to the floor and debate a bill and 
offer amendments which will allow us 
to switch from nothing and nothing to 
nothing and something, which will 
allow us to inject something, some ray 
of hope into the millions of Americans 
who don’t have coverage today. 

Let me read a few letters. I think it 
is always helpful to hear from people 
whom this affects, the human face be-
hind the issues that sometimes we lose 
on this floor simply because we don’t 
want to talk about names or pictures. 

This is a woman from Sunbury, NC. 
She wrote me in mid-April of this year. 
I am just going to read some pieces. 
She says: 

Support SBHP legislation, S. 1955. I feel 
that this is very important because I haven’t 
had health insurance in many years, because 
my employer doesn’t have access to afford-
able insurance to offer us. 

Some suggest on this Senate floor 
that is not the case, that everybody 
has the opportunity to have health in-
surance. ‘‘I haven’t had health insur-
ance in many years.’’ Why? ‘‘Because 
my employer can’t afford what is avail-
able.’’ 

Another letter received in April of 
this year from a young lady in Eliza-
beth City, NC: 

Please support Senate bill 1955, the Health 
Insurance Marketplace Modernization and 

VerDate Mar 15 2010 23:41 Feb 05, 2014 Jkt 081600 PO 00000 Frm 00030 Fmt 4624 Sfmt 0634 E:\2006SENATE\S09MY6.REC S09MY6m
m

ah
er

 o
n 

D
S

K
C

G
S

P
4G

1 
w

ith
 S

O
C

IA
LS

E
C

U
R

IT
Y



CONGRESSIONAL RECORD — SENATE S4193 May 9, 2006 
Affordability Act. My employer cannot af-
ford health insurance for their employees. 
My husband works for Ford. They are closing 
his plant soon. We will have no insurance un-
less my employer offers it. I have premature 
twins. They were born 3 months early. It 
costs me $2,000 a month to feed them. That 
does not include any doctor’s appointments 
we have to go to. I feel that this is a great 
bill. 

What is America looking for? They 
are looking for hope. They are looking 
for us to produce a product out of this 
institution that actually fulfills their 
needs. I don’t know how it can be any 
clearer. 

It is not offered to me today, because my 
employer can’t afford the options that are in 
our marketplace. 

What do we do? We create new op-
tions that are affordable. That is, in 
fact, what the chairman is trying to do 
with this bill. 

Here is a third letter, also from Eliz-
abeth City but a different business. It 
says: 

Small businesses need help with insur-
ance— 

In big bold letters— 
I am now paying $986 per month for my 

wife and myself. This is for only 60 percent 
coverage and a $2,500 deductible. I know peo-
ple with group insurance who are paying $600 
a month for 80 percent coverage and a $250 
deductible. Many of those have dental insur-
ance as well. My policy provides none. Please 
vote for this bill. Allow small businesses to 
have coverage equal to employers of other 
companies. 

That is all we are doing. We are using 
the scale of what people who have a 
tremendous amount of employees can 
do, and that is they can go to insurance 
carriers and they can negotiate for 
products based upon the volume of 
their employees. But how does a small 
business owner do that when he has 
five or six or seven employees? Well, it 
is real simple. We allow them to band 
together. We allow them to band to-
gether into a common association, and 
we allow that association to then mar-
ket their entire association based upon 
the volume. 

Another letter that I received on 
April 6 says: 

As a small business owner, it is important 
to enable some economy of scale in allowing 
franchises to obtain more affordable health 
care coverage. 

The last one I am going to read is 
quite unique. 

As a professional photographer, I have seen 
firsthand the difficulty that my fellow pro-
fessional photographers face when attempt-
ing to purchase health insurance on their 
own. S. 1955 would allow photographers and 
other independent business owners to band 
together across State lines and purchase 
health insurance. Having this as an option 
and choice will improve our access to quality 
health care and help control costs through 
competition. 

These letters are from people on the 
front lines. They are from employees 
whose employers can’t offer coverage 
today because it is not affordable. They 
are from individuals who own busi-
nesses and would like to offer coverage 
to their employees. They are even from 

photographers, people whose lives are 
in their hands every day in a camera, 
but they cannot afford the individual 
costs of health insurance in today’s 
marketplace. 

In North Carolina, we have 1.3 mil-
lion uninsured North Carolinians. Of 
that 1.3 million, almost 900,000 unin-
sured individuals are in families or are 
on their own where one person at least 
works full-time. With the passage of 
this bill, 900,000 of the 1.3 million unin-
sured in North Carolina could poten-
tially be offered health insurance. We 
can narrow it down from 1.3 million to 
400,000 individuals who are uninsured in 
North Carolina with the passage of one 
simple bill, or at least they would have 
the option to be able to purchase it for 
once. Ninety-one percent of workers in 
large firms of 1,000 employees or more 
have health insurance, yet 66 percent 
of workers in small businesses defined 
as 10 employees or fewer have health 
insurance. Well, if you remember the 
North Carolina numbers, I said 98 per-
cent of firms with employees were 
small businesses. Think of the millions 
of Americans who are going to be 
touched by the passage of this one 
piece of legislation that provides them 
choice. Where today their choice is be-
tween nothing and nothing, tomorrow 
their choice is between nothing and 
something. 

Why are we here? We are here for 30 
hours of debate—not debate on the bill, 
not debate about the amendments, de-
bate about whether we are going to 
move forward. We do that at a time 
when—I just went back and did a quick 
calculation on the back of my cal-
endar—we have 76 legislative days left 
between now and adjournment. That is 
assuming we have productive days on 
Fridays and Mondays, and as the chair-
man knows, Fridays and Mondays are 
not always productive in the Halls of 
Congress. People are either slow to get 
here or quick to leave. If you take out 
Fridays and Mondays, we are down to 
45 days. But we are going to spend 30 
hours trying to decide whether we are 
going to move forward to debate this 
bill, and we will spend another 30 hours 
after we file cloture on the bill to get 
to a point where we can have an up-or- 
down vote, if, in fact, we get that far. 

Last night, we voted on two medical 
liability bills—medical liability that 
covers the entire medical professional 
world—and last night, we were denied 
the ability to proceed and to debate the 
legislation, much less amend it. The 
second bill is legislation in which—and 
I think the American people would be 
shocked at this—we were denied the 
ability to move forward to debate or 
amend legislation that limited the li-
ability to OB/GYNs in America, a spe-
cialty we are losing specialists out of 
every day, where every year people 
aren’t continuing to practice. But we 
will spend 30 hours debating whether 
we proceed to debate not necessarily 
the merits of the bill—and my hope is 
that the chairman will be successful, 
and I will be beside him arguing every 

step of the way, because without this, 
these Americans don’t have hope of a 
choice of anything other than nothing 
and nothing. 

Mr. President, I yield the floor. 
The PRESIDING OFFICER (Mr. ISAK-

SON). Under the previous order, the 
Senator from California is recognized. 

Mrs. BOXER. Mr. President, my un-
derstanding is that Senator DORGAN 
had time at 5 o’clock set aside, so if he 
wishes to take it now, then I will wait 
until his conclusion. 

I ask unanimous consent that at the 
conclusion of Senator DORGAN’s re-
marks I be permitted to speak at that 
time. Since it is controlled by the 
Democrats, I can make that request by 
myself. 

The PRESIDING OFFICER. The Sen-
ator from North Dakota will be recog-
nized, and at such time as he completes 
his statement, the Senator from Cali-
fornia will be recognized. 

Mr. ENZI. That is assuming it comes 
within the 30-minute parameters? 

The PRESIDING OFFICER. The Sen-
ator is correct. 

Mr. DORGAN. Mr. President, I have 
listened to some of the debate today. It 
has been very interesting. The last 
speaker spoke about choice and 
choices. I want to talk about choices in 
health care a bit. This is Health Week, 
we are told. It is an opportunity, for a 
change, at long last to talk about some 
health care issues on the floor of the 
Senate. 

The intent, I believe, of the chairman 
who brings this bill to the floor is that 
we should speak only about and ad-
dress only the issues dealing with 
small business health plans. However, 
he knows and I know there are many 
other health issues that have been long 
delayed by this Chamber and that need 
to be debated. I intend to offer a num-
ber of amendments. They are in order 
under the rules of the Senate. They are 
amendments that deal explicitly with 
health care issues. 

The issue before the Senate is not un-
important. The question of rising 
health care costs is very significant to 
everybody—individuals, businesses, 
governments. Everyone who is a con-
sumer has to deal with increased costs 
of health care and we should, indeed, 
address the issue of health care costs 
for business associations and for small 
businesses. There is no question about 
that. I wish to be a part of the group 
that works on that in a bipartisan way, 
in a way that expands opportunity, not 
narrows opportunity; in a way that ex-
pands coverage, not narrows coverage; 
in a way that covers everyone, not just 
a few. I do not agree that we should 
make health care unaffordable for the 
older and sicker and then make profit 
out of insuring people who are younger 
and healthier. That is not the right 
way to do this. 

But having said all of that, let me de-
scribe some other things that have 
been long delayed on the floor of the 
Senate that need to be addressed. Let 
me talk about the first one. It is the 
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issue of reimportation of prescription 
drugs. A bipartisan piece of legislation 
has been long ago introduced and dis-
cussed here on the floor of the Senate, 
and we have not had the opportunity to 
vote on it. 

The reimportation of prescription 
drugs, why is that important? Because 
the American people are charged the 
highest prices in the world for prescrip-
tion drugs; it is not even close—the 
highest prices in the world. Consumers 
in every other country are paying 
lower prices. Try to buy Lipitor and if 
you buy it in the United States you 
pay a higher price than in any country 
in the world—France, Germany, Eng-
land, you name it. You pay the highest 
prices in the United States. Why 
should U.S. consumers be charged the 
highest prices? 

With consent, I want to show a cou-
ple of things on the floor of the Senate. 
Let me show, if I might, two bottles of 
Lipitor. I ask consent to show these on 
the floor of the Senate. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

Mr. DORGAN. As you can see, they 
look identical: identical labels, iden-
tical pills in the same bottle made by 
the same company—shipped to two dif-
ferent places. One is shipped to Canada 
and one is shipped to the United 
States. The difference? One is half the 
price of the other. Guess which. It is 
the Canadian consumer who gets the 
benefit of paying half the price for the 
identical prescription drug. 

Let me also show a couple of con-
tainers of Prevacid. This is a drug that 
is widely used for ulcers. Once again, as 
you can see, it is essentially the same 
bottle, same pill, made by the same 
company, made in an FDA-approved 
plant and shipped to two different loca-
tions, one to Canada and one to the 
United States. The difference? This one 
costs twice as much. Who buys this 
one? The U.S. consumer; twice as much 
for the same pill. 

An old fellow sitting on a hay bale in 
North Dakota at a farm meeting said, 
my wife has been fighting breast can-
cer for 3 years. She took Tamoxifen for 
breast cancer. Every 3 months we drove 
to Canada to get Tamoxifen because it 
was the only way we could afford it, 
and we paid about 80 percent less than 
it would have cost us to buy that pre-
scription drug to treat her breast can-
cer. We paid 80 percent less by driving 
to Canada to get it. 

The fact is, they allow a small 
amount of drugs to come across the 
border for personal use. But other than 
that, a U.S. consumer cannot access an 
FDA-approved prescription drug nor 
can a U.S. pharmacist access that same 
FDA-approved prescription drug. That 
is unbelievable. We have a bipartisan 
group of Members of the Senate who 
say consumers ought to be able to pur-
chase FDA prescription drugs by re-
importing them from other countries. 
That would put downward pressure on 
prescription drug prices in this coun-
try. A bipartisan group of Senators 

wants to do that, but we are prevented 
from doing it by current law. We want 
to change the law. 

Yet we are prevented from changing 
the law because the majority leader 
won’t bring this legislation to the floor 
of the Senate. This is something we 
can offer as an amendment to the bill 
on the floor. It is well within the rules 
of the Senate, it deals with health care, 
and I am serving notice now that this 
is an amendment we will offer and vote 
on during the conduct of this discus-
sion, providing we are allowed to offer 
amendments. I am hearing rumors that 
perhaps the majority leader will decide 
to fill the tree legislatively and allow 
no amendments. If that is the case, it 
will be a long week, but my hope is he 
will not do that. If amendments are al-
lowed, I will offer this amendment and 
will get a vote. 

Let me go back to about midnight on 
the night of March 11, 2004. That is a 
little over 2 years ago—midnight. The 
reason I remember it was midnight, I 
was sitting right back here and I 
reached an agreement with the major-
ity leader, Senator FRIST. Here is what 
Senator FRIST announced that evening 
after our negotiations, and after which 
I agreed to release the name of Dr. 
Mark McClellan to be promoted from 
the head of FDA to the Centers for 
Medicare and Medicaid Services. As a 
result of that, Senator FRIST came to 
the floor and put this in the RECORD. 

I announce for the information of my col-
leagues that, with consultation with the 
chairman of the Senate Committee on 
Health, Education, Labor, Pensions, Senator 
DORGAN, Senator STABENOW, Senator 
MCCAIN, Senator COCHRAN, and other inter-
ested Senators, the Senate will begin a proc-
ess for developing proposals that would allow 
for the safe reimportation of FDA-approved 
prescription drugs. 

Two years later, nothing: No vote on 
the floor of the Senate, nothing. My 
colleague, Senator VITTER, sent a let-
ter around a year ago. It says: 

. . . in the context of the Lester Crawford 
FDA nomination, I obtained an agreement 
with Majority Leader FRIST regarding drug 
importation legislation. . . .The Senate will 
probably hold some floor vote on a re-
importation amendment soon, probably on 
the Agriculture Appropriations bill. Should 
that vote demonstrate that reimportation 
has 60-vote support on the floor, then Leader 
FRIST will be open to and work in good faith 
toward a floor debate and vote on a re-
importation bill. . . . 

What happened as a result of that? 
Nothing. No action, no votes, nothing. 

This bill on the floor of the Senate is 
amendable. This bipartisan amendment 
deals with health care. It has been long 
delayed—and no more. I intend to offer 
this amendment this week. 

Finally, at long last, perhaps the 
American consumers will no longer be 
charged the highest prices in the world 
for prescription drugs because they will 
be able to access FDA-approved drugs 
by reimporting them from virtually 
any other country in which the con-
sumers are paying a lesser price for the 
identical prescription drug. That is un-
fair to the American people. The only 

reason we have not changed it yet is 
there are, regrettably, a few people in 
this Chamber who have blocked that 
opportunity, I assume on behalf of the 
pharmaceutical industry. But that 
blocking is about done. This week this 
bill is open for amendment. I intend to 
come and offer this as an amendment. 

That is one. 

Let me talk for a moment about an-
other issue, once again long promised 
here to the Senate. We are told we are 
going to have an opportunity to do 
this—again and again and again—and 
we are not. We don’t get the oppor-
tunity. It is called stem cell research. 
It is controversial; there is no question 
about that. I understand the con-
troversy. But is it important? Yes, it 
is. We have all these people who talk 
about life. This is about life. This is 
about life-giving medical research, to 
find ways to unlock the mysteries and 
to cure some of the worst diseases 
known to people: Alzheimer’s, diabetes, 
cancer, heart disease, Parkinson’s. 
There is an unbelievable opportunity 
for medical research to unlock the 
cures for some of these diseases. But 
we need to proceed with stem cell re-
search. 

We have been long promised the op-
portunity to have a vote on stem cell 
research on the floor of the Senate, and 
guess what. No such vote. On May 24, 
almost 1 year ago, the House of Rep-
resentatives passed a bill on stem cell 
research. We are still waiting to have a 
vote on that here on the floor of the 
Senate—once again, a bill with bipar-
tisan support. 

Let me describe, if I might, the im-
portance of this in the eyes of a young 
woman. I met with this young girl 
about 2 weeks ago. It is not the first 
time I met her. She is a young lady, 
Camille Johnson, 13 years old, diag-
nosed with type 1 diabetes at age 4. She 
is the one in the middle, playing the 
clarinet. She has had some very serious 
health problems, some very serious 
problems in her young life. She would 
like very much to live her life without 
diabetes. She would like diabetes to be 
cured for her and millions of others. 

In 2002, scientists at Stanford Univer-
sity used special chemicals to what is 
called transform undifferentiated em-
bryonic stem cells of mice into cell 
masses that resemble islets found in 
the mouse pancreas. When this tissue 
is transplanted into the diabetic mice, 
it produces insulin in response to high 
glucose levels in animals. Wouldn’t it 
be wonderful if, through this stem cell 
research, we cure diabetes; if we could 
tell this young woman your life is not 
going to be a life of diabetes. We can 
cure that disease. 

I have been involved in political cam-
paigns recently and have been told by 
opponents that my proposal and my po-
sition on stem cell research is one that 

VerDate Mar 15 2010 23:41 Feb 05, 2014 Jkt 081600 PO 00000 Frm 00032 Fmt 4624 Sfmt 0634 E:\2006SENATE\S09MY6.REC S09MY6m
m

ah
er

 o
n 

D
S

K
C

G
S

P
4G

1 
w

ith
 S

O
C

IA
LS

E
C

U
R

IT
Y



CONGRESSIONAL RECORD — SENATE S4195 May 9, 2006 
murders embryos. Nothing could be 
further from the truth, nothing at all. 
Do you know there are 1 million people 
living among us, walking, breathing, 
talking—1 million people who were 
conceived through in vitro fertiliza-
tion? One million people. When that in 
vitro fertilization takes place, the 
uniting of a sperm and an egg in a petri 
dish, more than a single embryo is cre-
ated. A number of embryos are created 
in that process. Some are implanted 
into the uterus of a woman and some 
become a human being. Some are 
cryogenically frozen and stored in the 
event they should be used again if this 
did not result in a pregnancy. 

There are some 400,000 of those em-
bryos frozen at in vitro clinics right 
now, 400,000 of them, and 8,000 to 11,000 
are discarded, thrown away, every 
year. They become hospital waste. 

Should some perhaps be used for 
stem cell research with the hope of sav-
ing lives? The answer clearly is yes. 
This is not about murdering an em-
bryo. If in fact this is the murder of an 
embryo, then the discarding of the em-
bryos at the in vitro fertilization clin-
ic, 8,000 to 11,000 a year, is also murder. 

We had one person testify at the 
Commerce Committee a couple of years 
ago who said those 1 million people 
who are here as a result of in vitro fer-
tilization should not be here; it was 
wrong to create these people. Tell that 
to the parents who had those children; 
the childless parents who, through in 
vitro fertilization, discovered the mir-
acle of having a child. 

The question of stem cell research is 
not about murdering an embryo, it is 
about an opportunity to cure some of 
the dreaded diseases. 

The other issue—and the reason I am 
talking about this is this is a big issue 
that we are not allowed to vote on in 
the Senate. This, too, should be an 
amendment on this bill. This, too, dur-
ing Health Week is a very important 
issue dealing with health. 

The other side of this research is 
something called somatic cell nuclear 
transfer. Simply it is this: Let us as-
sume a patient takes a skin cell from 
their own earlobe and that skin cell 
from their earlobe is then put in an 
evacuated egg and stimulated to be-
come a blastocyst of a couple of hun-
dred cells. 

That blastocyst now has predictor 
cells. They use the predictor cells for 
heart muscle, to inject back into the 
heart muscle to grow a stronger heart, 
to repair a heart attack. 

Some would say you have destroyed 
or murdered an embryo. There is no 
fertilized egg. There is only the skin 
cell from the person who had the heart 
attack whose cell is now being used, 
through somatic cell nuclear transfer, 
to save that person’s life. This is about 
lifesaving. Yet we have so many here 
who said: Let’s not worry about these 
diseases. Let’s shut off this research 
because we think it is about murdering 
embryos. 

That is not what this is about. It is 
about this young girl and whether we 

decide we want this young girl to live 
her life as a diabetic, a life filled with 
hope at this point that Congress will fi-
nally do the right thing. 

The House of Representatives did it. 
The Senate needs to vote on it. Per-
haps this week is as good a week as 
any. We have been promised. A year 
ago we were promised, just like drug 
reimportation. This Chamber is full of 
promises, but we never quite get to 
vote on important issues. 

I am not suggesting that when I talk 
about stem cell research that there are 
not ethical considerations, without se-
rious concerns and serious issues to 
which we should be attentive. We 
should. I don’t dismiss all the other 
concerns. But I do say this: If you have 
lost a child, if you have lost a loved 
one, and you have watched someone die 
from Parkinson’s or cancer or heart 
disease, if you have been through that 
and then say to yourself: But I want to 
shut down promising research that 
could potentially cure diseases, then 
you have not been through it the way 
a number of people in this Chamber 
have been through it. I think it is so 
important for us to do the right thing 
and to continue this breathtaking re-
search that can save lives. 

There are so many other issues. 
There are just a couple of minutes re-
maining. Then I will yield the time to 
my colleague from California. 

We passed recently in the Senate a 
piece of legislation that provides pre-
scription drug benefits to senior citi-
zens. But we did nothing to put down-
ward pressure on drug prices. There is 
a special provision in the bill which my 
colleagues, Senators WYDEN and 
SNOWE, were talking about earlier 
today, that actually prevents the Fed-
eral Government from negotiating for 
lower prices with the pharmaceutical 
industry. That is unbelievably igno-
rant. A provision like that is unbeliev-
ably ignorant, and it ought to be re-
pealed. 

All we need is a vote on that on the 
Senate floor. That, too, is a health 
issue. There is no excuse for this Con-
gress to say: By the way, the Federal 
Government cannot negotiate for a 
lower price. We already do it in the VA. 
We end up with far lower prices as a re-
sult of the negotiations. 

In this case, with this bill, there is a 
provision that says: Don’t you dare ne-
gotiate. It would be against the law for 
you to try to get lower prices and re-
duce Government spending. That, too, 
is a health issue. That, too, will be in 
order this week. 

I hope very much that we will have a 
vote on that. Yes, the underlying bill is 
important. We ought to find a bipar-
tisan way to fix it. No, it doesn’t work 
the way it is. It will restrict choice, in 
my judgement, increase prices for 
some, and make others completely un-
insurable. We ought to fix it in a bipar-
tisan way. 

But on the other three issues—re-
importation of prescription drugs, stem 
cell research, repeal the law that pre-

vents negotiation of lower prices with 
the pharmaceutical industry to save 
taxpayers money—shouldn’t we do all 
three of those? We ought to do all three 
of those this afternoon, right now. We 
have been blocked for far too long. 

If there is, in fact, an amendable ve-
hicle—and I hope it will be; we will 
know that tomorrow morning—then I 
have just described three amendments 
that I believe should be offered, and 
when offered I believe will be approved 
in the coming days. If not, if this is a 
charade, and tomorrow we discover 
there is a legislative approach called 
‘‘filling the tree,’’ which is simply set-
ting up a little blocking device to say 
we are not going to allow anybody to 
offer anything, then I think the Senate 
will have sent a very strong message 
that this isn’t Health Week. This is a 
week in which you want to trot out a 
little proposal of your own and avoid 
votes on serious issues that we should 
be taking in the Senate. 

I yield the floor. 
The PRESIDING OFFICER. The Sen-

ator from California. 
Mrs. BOXER. Mr. President, I appre-

ciate Senator DORGAN’s remarks. I 
have been on the floor of the Senate a 
lot today waiting to get the time, and 
I have been fortunate to hear many 
colleagues. I thank him for very suc-
cinctly pointing out that in a real 
health care week you wouldn’t close 
your eyes to hope—hope that we are 
going to find cures for the terrible dis-
eases that plague our families—Parkin-
son’s, Alzheimer’s, diabetes, spinal 
cord injuries, stroke, heart attack, you 
just name them. The fact is, we know 
stem cell research is promising. We 
know a lot of States have gotten out 
ahead of the Federal Government be-
cause this President and this Congress 
have restricted the number of stem cell 
lines we can fund research on. And 
many of those stem cell lines are, 
frankly, no good at all because they 
have been impacted by mice cells. And 
they lack the diversity needed for ro-
bust research. 

I have talked to leaders in this field. 
I am not a scientist. I was educated in 
economics. But I have spoken to lead-
ing scientists, among whom is a gen-
tleman named Dr. Peterson who 
worked at USFC in San Francisco. He 
is one of the leading pioneers in stem 
cell research who left to go to England 
because this President and this Con-
gress put up a big stop sign in front of 
stem cell research. It is tragic. 

Our families need the hope of a cure. 
How many of us have met with these 
youngsters who have juvenile diabetes, 
and we have seen how difficult their 
lives are and how they suffer, even 
with the strides that have been made 
in this area. They are still in great 
danger. 

Health Week is here. We have a vehi-
cle, as Senator DORGAN calls it, the 
Enzi bill, which tries to deal with the 
health insurance problems that small 
businesses face. I am going to talk 
about a better alternative to the Enzi 
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bill that will really do something. But 
we also have a chance to raise these 
issues during the debate on the Enzi 
bill. 

We have bipartisan support for drug 
importation from countries such as 
Canada, where drugs are sold at half 
the price of what drug companies 
charge in the U.S. We have bipartisan 
support for stem cell research, fixing 
the Medicare prescription drug issue so 
we could actually say to Medicare: You 
have the ability and the right just as 
the VA has to negotiate with the phar-
maceutical companies for lower prices. 
But I have to say Health Care Week 
Republican style is really Insurance 
Company Week. 

If you look at the bills that have 
been brought before us, they all help 
the insurance companies. They don’t 
help average Americans. They do not 
help us. 

The first two bills said we are going 
to restrict the right of patients— 
whether they are very wealthy, wheth-
er they are middle income, whether 
they are poor—we are going to stop 
them from recovering damages if they 
are harmed by medical malpractice. 

I was very pleased that the Senate 
chose not to limit debate on those two 
bills which would have taken away the 
rights of patients while giving a gift to 
the insurance companies. And hope-
fully we can change the Enzi bill. 

I don’t like bills that take away ben-
efits from my people in California. I 
don’t like bills that take away benefits 
from all Americans. That is why the 
Enzi bill is a bad bill. It does just that. 
I will go through with you the list of 
benefits that are taken away. 

Mr. President, the Republicans bring 
us Health Care Week. They bring us 
the Enzi bill. What they do not tell us 
and you don’t find out until you look is 
that all the States’ protections that 
have been put into place will be wiped 
out upon passage of the Enzi bill. 

Those are harsh words. What do I 
mean? What benefits will be taken 
away from my people in California? Ac-
cording to the report put together by 
Families U.S.A, ‘‘The Enzi Bill, Bad 
Medicine for America,’’ those benefits 
include AIDS vaccines, alcoholism 
treatment, blood lead screening. You 
know that is important because if you 
don’t screen kids for lead in their blood 
they could have learning disabilities— 
bone density screening. We know about 
osteoporosis. In California we guar-
antee that your insurance will pay for 
that; no guarantee in the Enzi bill 
whatsoever. As a matter of fact, the 
Enzi bill overrides all of this—cervical 
cancer screening, clinical trials, 
colorectal screening, contraceptives, 
diabetic supplies and education. 

We just talked about how it is so im-
portant for diabetics to have their 
meds—drug abuse treatment, emer-
gency services, home health care, hos-
pice care, infertility treatment, mam-
mography screening, maternity care, 
mental health parity. 

In my State, if you have a mental 
health problem and you need help, your 

insurance coverage will cover your 
treatment, just the same as if you had 
a physical problem. We know it works. 
The list goes on—metabolic disorders, 
minimal mastectomy, off-label drug 
use. In California, we have a law that 
says you can’t kick a woman out of a 
hospital the same day she has a mas-
tectomy. What, you may say? This 
happens? It does—off-label drug use, 
orthotics, prosthetics, prostate cancer 
screening. We know that prostate can-
cer is a scourge—reconstructive sur-
gery, second medical surgery opinion. 

If somebody tells you you need seri-
ous surgery, you can get a second opin-
ion in California. That is covered—spe-
cial footwear, telemedicine, well child 
care, so that we prevent diseases. That 
is my State. 

Every single State in the Union gets 
overridden, whether it is Alabama, Col-
orado, Georgia, Idaho. 

I know my friend from Georgia would 
be interested because he is sitting in 
the Chair. These are the things that 
your State offers. It protects your con-
sumers. It is as long a list as Cali-
fornia, I am proud to say—alcoholism 
treatment, ambulatory surgery, bone 
density screening, bone marrow trans-
plants are covered in the State of Geor-
gia. Cervical cancer screening, contra-
ceptives, dental anesthesia, diabetic 
supplies, drug abuse treatment, emer-
gency services, heart transplants are 
covered in Georgia. Infertility treat-
ment, mammography screening, men-
tal health parity, minimal mastectomy 
stay, morbid obesity care—which is 
very important now with the obesity 
epidemic—off-label drug use, ovarian 
cancer screening, telemedicine, and 
well child care. Georgia has a very in-
clusive and wonderful list of guaran-
teed protections for people. 

In the State of Georgia there are 
2.347 million people affected by this 
who would not have those guarantees 
under the Enzi plan. The Enzi plan es-
sentially says to insurance companies: 
You can choose. You have to offer one 
plan. What do they call that plan? One 
premium plan. You have to offer one 
premium plan based on a state plan of 
their choosing, but there is no guar-
antee at all that what is in that pre-
mium plan is what is in the Georgia 
plan or the California plan or the 
North Dakota plan. 

The fact is, all of the work that has 
been done in our States—and I find it 
somewhat amusing given this is a Re-
publican debate, that the Republican 
bill preempts the States. What is 
wrong with this picture? I thought our 
Republican friends loved decision-
making at the State level. No, not here 
in the Senate. They would prefer the 
insurance companies decide it rather 
than the States. 

This is why I call my colleagues’ at-
tention to a study done on the impact 
on all the States, with letters compiled 
from attorneys general from many of 
the States and Governors. 

From Oregon, they register their op-
position, first their benefits are not 

guaranteed any longer. In addition, 
they are very worried about what hap-
pens to premiums. The Enzi bill dis-
advantages older people. As far as the 
research I have done, it disadvantages 
women. It certainly disadvantages peo-
ple who come in with a preexisting con-
dition such as high blood pressure. 
That includes a lot of Americans. 

The bottom line is, the Enzi bill, the 
star rollout production of the Repub-
lican Health Care Week, will make null 
and void all protections that our 
States have given their citizens and re-
place them with some kind of riverboat 
gamble where insurers will choose 
some plan, from some State, and apply 
it to my State. I don’t want a so-called 
premium plan from another State. 

Here is a good example. In Con-
necticut, there is a terrible epidemic of 
Lyme disease. A tick bites your body 
and it can make a person very ill. We 
have some of that in California, but we 
do not have as much per capita as Con-
necticut. In Connecticut, the State leg-
islature and the Governor say insurers 
have to cover Lyme disease because it 
is an epidemic in the State. In other 
States, it may not be necessary. How-
ever, we will wipe that Connecticut re-
quirement off the books, and we will 
say, through the Enzi bill, insurance 
companies are going to decide. 

Something is wrong. This is not 
Health Care Week, this is ‘‘insurance 
company week.’’ That is not good for 
consumers. 

My own State has built a comprehen-
sive State health insurance system 
that encourages affordable and equi-
table coverage for all, while ensuring 
consumers are protected and guaran-
teed benefits. The Enzi bill takes away 
a State’s power to regulate health in-
surance. It is a gift to the insurers, as 
I said. It preempts benefits, as I said. It 
also is going to lead to way higher pre-
miums for all in America who are cov-
ered by health insurance. 

Insurance companies, not the States, 
will now decide what benefits the con-
sumers. That is why we have letter 
after letter after letter from Gov-
ernors, from attorneys general, warn-
ing us not to pass the Enzi bill. 

There appears to be no limits on the 
cost shares an insurer can charge nor 
are there requirements that plans treat 
consumers equitably or offer com-
prehensive coverage. 

As I said, if you are a little older— 
maybe you have high blood pressure, 
maybe you have some other health 
problems—you are in trouble. You are 
not going to have an affordable plan 
and you will lose the benefits you have. 
You may be priced out of the market. 
It will be catastrophic. 

We have serious problems with the 
Enzi bill. Here is the great news. There 
is a wonderful alternative out there, 
the Durbin-Lincoln bill, of which I am 
a cosponsor. I thank my friends for 
working so hard on this. 

As I go around my State, people nod 
in agreement with the Durbin-Lincoln 
bill’s premise. Senators have very good 
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health insurance. We pay half of the 
premium and the Government matches 
the other half. There is a Federal Em-
ployee Health Benefits Program. There 
are basic benefits required and private 
companies come in and offer various 
plans. People such as me and my em-
ployees can choose from a broad array 
of plans. It works beautifully. 

I ask unanimous consent, at 5:45, the 
Senator from Oregon, Senator MURRAY, 
be recognized for 15 minutes, until 6 
o’clock. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

Mrs. BOXER. Senators DURBIN and 
LINCOLN take this Federal plan and 
open it up to small businesses with 100 
employees down to a single self-em-
ployed person. 

This plan will work because there 
will be a huge pool set up. Everyone 
can buy into it from any business in 
this country with less than 100 employ-
ees. It would be a very diverse pool of 
people. They will be insured. The pric-
ing is going to be very fair and reason-
able. The plan will be administered in 
the same way our Federal benefits are 
administered. 

I heard Senator THUNE say: That is a 
government plan. No, it isn’t. It is a 
plan that is administered by the Fed-
eral Employees Health Benefit Plan, 
but it is coverage provided by private 
insurers. Because the administrative 
costs are kept so low, this is going to 
be very affordable and will solve the 
problem. 

And guess what. This alternative, the 
Durbin-Lincoln alternative, does not 
take away the protections States have 
given all who live in those States. If 
you are in California, you still get the 
benefits. By law, you are protected. If 
you live in Washington State, you will 
get those benefits. The alternative that 
the Democrats are behind will cost 
less. It will protect benefits. It will 
work beautifully. 

I say to my colleagues, if it is good 
enough for you, it ought to be good 
enough for small businesses and their 
employees. This bill is a wonderful and 
practical alternative. 

In my concluding 6 or 7 minutes, I 
will say that this so-called Health Care 
Week is a major disappointment, un-
less we find out tomorrow we can 
amend the Enzi bill. If we can amend 
Enzi and pass stem cell research and 
prescription drug reimportation, if we 
can make sure there is hope for pa-
tients with Alzheimer’s, diabetes, heart 
condition, stroke, cancer because we 
move ahead with science, then Health 
Care Week will have mattered. If we 
can offer the Durbin-Lincoln sub-
stitute, it will not preempt the protec-
tions of State law as the Enzi bill does. 
The Enzi bill has more opposition than 
any bill I remember. AARP is against 
it. The Cancer Foundation is against 
it. There are 224 organizations against 
it. 

I ask unanimous consent to have 
printed in the RECORD those organiza-
tions opposed to the Enzi bill. 

There being no objection, the mate-
rial was ordered to be printed in the 
RECORD, as follows: 

National Partnership for Women & Fami-
lies, 9 to 5, Association for Working Women, 
Action Alliance of Senior Citizens of Greater 
Philadelphia, Alabama Psychological Asso-
ciation, Alliance for Advancing Nonprofit 
Health Care, Alliance for Justice, Alliance 
for the Status of Missouri Women, American 
Academy of Child & Adolescent Psychiatry, 
American Academy of HIV Medicine, Amer-
ican Academy of Pediatrics. 

American Academy of Pediatrics—Ne-
braska Chapter, American Academy of Phy-
sician Assistants, American Association for 
Geriatric Psychiatry, American Association 
for Marriage and Family Therapy, American 
Association of People with Disabilities, 
American Association on Mental Retarda-
tion, American Chiropractic Association, 
American College of Nurse-Midwives, Amer-
ican Counseling Association, American Dia-
betes Association. 

American Federation of State, County and 
Municipal Employees, American Federation 
of Teachers, American Foundation for the 
Blind, American Nurses Association, Amer-
ican Occupational Therapy Association, 
American Optometric Association, American 
Pediatric Society, American Podiatric Med-
ical Association, American Psychiatric Asso-
ciation, American Psychological Associa-
tion. 

American Speech-Language-Hearing Asso-
ciation, Arizona Action Network, Arizona 
Business and Professional Women, Arizona 
Psychological Association, Asociacion de 
Psicologia de Puerto Rico, Assistive Tech-
nology Law Center, Association of Medical 
School Pediatric Department Chairs, Asso-
ciation of University Centers on Disabilities, 
Association of Women’s Health, Obstetric 
and Neonatal Nurses, B’nai B’rith Inter-
national. 

Bazelon Center for Mental Health Law, C3: 
Colorectal Cancer Coalition, California Coa-
lition for PKU and Allied Disorders, Cali-
fornia Black Health Network, California 
Psychological Association, Campaign for 
Better Health Care—Illinois, Capital District 
Physician’s Health Plan, Inc., Catholics for a 
Free Choice, Center for Civil Justice, Center 
for Justice and Democracy. 

Center for Women Policy Studies, Chil-
dren’s Alliance, Citizen Action/Illinois, Cit-
izen Action of New York, Clinical Social 
Work Guild 49, OPEIU, Coalition on Human 
Needs, Colorado Center on Law and Policy, 
Colorado Children’s Campaign, Colorado Pro-
gressive Action, Colorado Psychological As-
sociation. 

Committee of Ten Thousand, Communica-
tions Workers of America, Connecticut Cit-
izen Action Group, Consumers for Affordable 
Health Care, Delaware Alliance for Health 
Care, Delaware Psychological Association, 
Department for Professional Employees, 
AFL–CIO, Disability Rights Wisconsin, Dis-
trict of Columbia Psychological Association, 
Easter Seals. 

Empire Justice Center, Epilepsy Founda-
tion, Excellus Blue Cross Blue Shield, Fami-
lies USA, Families with PKU, Family Plan-
ning Advocates of New York State, Florida 
Consumer Action Network, Georgia Rural 
Urban Summit, Guttmacher Institute, HIP 
Health Plan of New York. 

Hawaii Psychological Association, Health 
and Disability Advocates, Hemophilia Fed-
eration of America, Idaho Psychological As-
sociation, Illinois Alliance for Retired Amer-
icans, Illinois Psychological Association, In-
diana Psychological Association, Institute 
for Reproductive Health Access, Inter-
national Association of Machinists & Aero-
space Workers, International Brotherhood of 
Electrical Workers. 

International Longshore & Warehouse 
Union, Iowa Citizen Action Network, Iowa 
Psychological Association, Kansas Psycho-
logical Association, Kentucky Task Force on 
Hunger, League of Women Voters, Maine 
Children’s Alliance, Maine Dirigo Alliance, 
Maine People’s Alliance, Maine Psycho-
logical Association. 

Maine Women’s Lobby, Massachusetts Psy-
chological Association, Maternal and Child 
Health Access, Mental Health Association in 
Michigan, Mental Health Legal Advisors 
Committee (Commonwealth of Massachu-
setts), Michigan Association for Children 
with Emotional Disorders, Michigan Cam-
paign for Quality Care, Michigan Citizen Ac-
tion, Minnesota COACT, Minnesota Psycho-
logical Association. 

Missouri Association of Social Welfare, 
Missouri Progressive Vote Coalition, Mon-
tana Psychological Association, Montana 
Senior Citizens Association, Inc., NAADAC— 
The Association for Addiction Professionals, 
NETWORK, a National Catholic Social Jus-
tice Lobby, National Alliance on Mental Ill-
ness, National Association for Children’s Be-
havioral Health, National Association of 
Anorexia Nervosa and Associated Disorders, 
National Association of Social Workers. 

National Association of Social Workers, 
Arizona Chapter, National Association of 
County Behavioral Health and Develop-
mental Disability Directors, National Coali-
tion for Cancer Survivorship, National Con-
sumers League, National Council for Com-
munity Behavioral Health Care, National 
Council of Jewish Women, National Council 
on Independent Living, National Disability 
Rights Network, National Family Planning 
and Reproductive Health Association, Na-
tional Health Care for the Homeless Council. 

National Health Law Program, National 
Hemophilia Foundation, National Mental 
Health Association, National Multiple Scle-
rosis Society, National Organization for 
Women, National Rehabilitation Associa-
tion, National Research Center for Women & 
Families, National Urea Cycle Disorders 
Foundation, National Women’s Health Net-
work, National Women’s Law Center. 

Nebraska Psychological Association, Ne-
vada State Psychological Association, New 
Hampshire Citizens Alliance, New Jersey 
Citizen Action. New Jersey Psychological 
Association, New Mexico PACE, New Mexico 
Psychological Association, New York Civil 
Liberties Union Reproductive Rights 
Project, New York State Health Care Cam-
paign, New York State Psychological Asso-
ciation. 

North Carolina Justice Center’s Health Ac-
cess Coalition, North Carolina Psychological 
Association, North Dakota PKU Organiza-
tion, North Dakota Progressive Coalition, 
North Dakota Psychological Association, 
Northwest Health Law Advocates, Northwest 
Women’s Law Center, Ohio Psychological As-
sociation, Oklahoma Psychological Associa-
tion, Oregon Action. 

Oregon Advocacy Center, Oregon Psycho-
logical Association, Organic Acidemia Asso-
ciation, Patient Services, Inc., Pediatrix 
Medical Group, Pennsylvania Council of 
Churches, Pennsylvania Psychological Asso-
ciation, Philadelphia Citizens for Children 
and Youth, Philadelphia Coalition of Labor 
Union Women, Planned Parenthood Federa-
tion of America. 

Planned Parenthood of New York City, 
Population Connection, Progressive Mary-
land, Public Citizen, RESULTS, Religious 
Coalition for Reproductive Choice, Repro-
ductive Health Technologies Project, Rhode 
Island Ocean State Action, Rhode Island 
Psychological Association. 

Sargent Shriver National Center on Pov-
erty Law, Save Babies Through Screening 
Foundation, Senior Citizens’ Law Office, 
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Small Business Majority, Society for Pedi-
atric Research, South Dakota Psychological 
Association, Suicide Prevention Action Net-
work USA, Summit Health Institute for Re-
search and Education, Inc., Tennessee Cit-
izen Action, Tennessee Psychological Asso-
ciation. 

Texas Psychological Association, The Arc 
of the United States, The Black Children’s 
Institute of Tennessee, The Disability Coali-
tion of New Mexico, The Institute for Repro-
ductive Health Access, The Senior Citizens’ 
Law Office, The Virginia Academy of Clin-
ical Psychologists, Triumph Treatment 
Services, US Action, US Action Education 
Fund. 

U.S. PIRG (Public Interest Research 
Group), Union for Reform Judaism, United 
Association of Journeymen and Apprentices 
in the Plumbing and Pipe Fitting Industry, 
United Cerebral Palsy, United Food and 
Commercial Workers, United Senior Action 
of Indiana, United Steelworkers Inter-
national Union, United Vision for Idaho, 
Univera Healthcare, Universal Health Care 
Action Network. 

Utah Health Policy Project, Vermont Coa-
lition for Disability Rights, Vermont Office 
of Health Care Ombudsman, Voices for 
America’s Children, Voices for Virginia’s 
Children, Washington Citizen Action, Wash-
ington State Coalition on Women’s Sub-
stance Abuse Issues, Washington State Psy-
chological Association, West Virginia Cit-
izen Action Group, West Virginia Psycho-
logical Association. 

Wisconsin Citizen Action, Wisconsin Psy-
chological Association, Women of Reform 
Judaism, WorId Institute on Disability, Wyo-
ming Psychological Association. 

Mrs. BOXER. Mr. President, this bill 
is going to hurt American health care 
by cancelling out all the hard-won 
State protections and by raising pre-
miums so high they will price con-
sumers out of the market. That is why 
across the board there is opposition. I 
have not seen this many organizations 
come out against a bill. 

By the way, this bill, when it was 
first presented, sounded reasonable. It 
was only when we looked at the small 
print that we realized how dangerous it 
is. 

Instead of working on this misguided 
bill, we could have done the alter-
native, we could have done the stem 
cell, we could have fixed the Medicare 
prescription drugs, we could have al-
lowed drug importation. 

If we didn’t want to do real health 
care reform, there are a lot of other 
things we could have done, such as 
raise the minimum wage. We could 
have finished the job on immigration 
reform, strengthening the enforcement 
at the border and stopping illegal im-
migration, but getting people on a path 
and out of the shadows. 

What about Superfund sites? We have 
some of the most polluted sites in the 
country still awaiting cleanup. We 
have one in four people in America, in-
cluding 10 million children, living 
within 4 miles of a Superfund site. 

What about debating the war Iraq? 
That is on everyone’s mind. There is 
still no exit strategy. There is still no 
plan. We see suffering on the ground 
there every single day. 

We have issues with a potential nu-
clear Iran. We should debate that. In 

Afghanistan, the situation is deterio-
rating and we have all but forgotten 
about it. We have not followed the rec-
ommendations of the 9/11 Commission 
to this date. We have failed fiscal poli-
cies. We have debt as far as the eye can 
see. We ought to debate pay-as-you-go. 
If Members want to spend money, they 
should show how they going to pay for 
it instead of putting the burden on the 
backs of America’s children. 

There are many other things we 
could do, but since we are on Health 
Care Week, let’s fix our health care 
system. Let’s not pass a bill that will 
not help people with serious diseases or 
fix the problems with the Medicare pre-
scription drug program. 

We have so much work to do and this 
Enzi bill is masquerading as a bill that 
will help our citizens. When we read 
the fine print, we find out it is only 
going to make matters worse. 

I am proud to yield the floor to my 
friend from Washington. 

The PRESIDING OFFICER. The Sen-
ator from Washington is recognized for 
15 minutes. 

Mrs. MURRAY. Mr. President, I ask 
unanimous consent the next Demo-
cratic speakers in order be Senator 
DAYTON, Senator DURBIN, and Senator 
AKAKA. 

The PRESIDING OFFICER (Mr. 
CHAMBLISS). Without objection, it is so 
ordered. 

Mrs. MURRAY. Mr. President, at this 
hour, families are struggling with 
health care. Seniors are facing a crit-
ical deadline for drug coverage. Busi-
nesses are grappling with the high cost 
of insurance. And patients are being 
denied the cutting-edge research that 
could save their lives. Those are crit-
ical issues. And what is the Senate 
doing? We are dealing with a distrac-
tion instead of real solutions to make 
health care affordable, more accessible, 
and more innovative. 

I am on the Senate floor this evening 
to talk about what we should be doing 
to help families and businesses and 
communities meet their health care 
needs. I also want to talk this evening 
about why the Republican proposal, S. 
1955, could do more harm than good. 

This is a bill which takes a good 
idea—pooling the risk in health insur-
ance—and distorts it with a plan that 
will raise the cost of health care, strip 
away patient protections, and hurt 
many of our small businesses. But do 
not take my word for it. Attorneys 
general from 41 States, including my 
own, have written to outline the seri-
ous problems with the Republican bill. 
I have heard from doctors with the 
Washington State Medical Association 
and from my own Governor about the 
damage this bill will inflict on patients 
and on our economy. 

Simply put, this proposal is a dis-
traction. Instead of dealing with real 
solutions to real problems, the Repub-
lican leadership is wasting time on one 
narrow proposal that is only going to 
make things worse. We can do better. 
The truth is that patients and seniors, 

doctors and nurses, and all of our com-
munities deserve better. 

If we were serious about reducing the 
cost of health care, helping to improve 
access, and driving innovation, we 
would be talking about the critical 
issues that the Republican leadership 
is trying to avoid. We should be focus-
ing on everything from the Medicare 
drug program, to stem cell research, to 
community health care. Frankly, we 
do not have a day to waste. 

On Monday, millions of seniors and 
disabled will be hit with a deadline 
that means higher premiums for their 
prescription drugs. That May 15 dead-
line is just 6 days away. I am hearing 
from seniors that they are very worried 
about this deadline. They are worried 
they are going to pick the wrong plan, 
and they do not think it is fair to be 
punished if they need more time so 
they can make an informed choice. 

I have been traveling throughout my 
home State of Washington, meeting 
with seniors and holding roundtables 
with patients, with pharmacists, with 
advocates. 

Three weeks ago, I was in Chehalis, 
at the Twin Cities Senior Center. I can 
tell you, seniors are worried. They are 
angry. They are frustrated. They are 
frightened about this May 15 deadline, 
and that deadline is just one of the 
problems this flawed drug program is 
presenting. 

The week before that, I was in 
Silverdale, and I have held Medicare 
roundtables in Kent, Vancouver, 
Ballard, Shelton, Spokane, Anacortes, 
Bellevue, Aberdeen, Olympia, Lake-
wood, Seattle, and Everett. Every-
where, I have heard from seniors about 
just how bad the Medicare Part D Pro-
gram is. I have heard their frustration 
about dealing with such a confusing 
system. I have heard their anger that 
this program does not meet their 
needs. And I have heard from many 
who just want to throw their hands up 
in the air and ignore the whole pro-
gram. 

If we were serious about improving 
health care, we would be fixing the 
problems they have outlined. Instead, 
we are going to let an unfair deadline 
hurt our seniors even further. In just 6 
days—in just 6 days—they are going to 
have to pick a plan or face high pen-
alties whenever they do enroll, and the 
penalties grow larger the longer they 
wait. To me, that is just not fair. 

Right now, this Senate could be ex-
tending the deadline so our seniors are 
not pressured into making the wrong 
choice in such a complicated system. 
Right now, we could be lifting the pen-
alty so that seniors are not punished if 
they need more time to make the right 
choice. Right now, we could be pro-
viding help to millions of vulnerable 
Americans who have been mistreated 
by this flawed Republican plan. But, 
instead, this Congress is leaving sen-
iors to fend for themselves. The Sec-
retary of Health and Human Services 
has said he opposes extending the dead-
line or lifting the penalties, and this 
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Republican Congress seems to agree 
with him by a shameful lack of action. 

Seniors deserve better. The disabled 
deserve better. Our most vulnerable 
neighbors deserve better. If we really 
wanted to make health care more af-
fordable and more accessible and more 
innovative, we would be on this floor 
fixing the Medicare drug program and 
helping seniors who are facing that un-
fair deadline. 

Now, that is just one example of 
what a real focus on health care on this 
floor would include. 

If we were serious about helping pa-
tients, we would be expanding life-
saving research. For patients who are 
living with diseases such as Parkin-
son’s or multiple sclerosis or Alz-
heimer’s or diabetes, stem cell research 
holds the potential to help us under-
stand and to treat and someday per-
haps cure those devastating diseases. 

Nearly a year ago, the House of Rep-
resentatives passed legislation to lift 
the restrictions that hold back this 
promising research. The House of Rep-
resentatives has acted, but for an en-
tire year the Senate has not. My col-
leagues, Senator SPECTER and Senator 
HARKIN, are well known for their lead-
ership on this fight. They were prom-
ised a vote on stem cell research, and 
that vote has still not taken place. 
Every delay means missed opportuni-
ties for patients with devastating dis-
eases. 

If this Senate is serious about health 
care and saving lives, we should be vot-
ing on stem cell legislation today. That 
is why, last week, I joined with 39 
other Senators in writing to the major-
ity leader urging him to bring up H.R. 
810, the Stem Cell Research Enhance-
ment Act. But instead of real solu-
tions, the Senate is focusing on a dis-
traction. Patients with life-threatening 
diseases deserve a lot better. 

If we were serious about improving 
health care, we would be investing in 
local efforts that boost access to health 
care. 

Two weeks ago, through the Johnson 
& Johnson Community Health Care 
Awards, I had a chance to honor lead-
ers from across the country who are 
doing innovative work to break down 
the barriers to care. If we were serious 
about improving health care, we would 
be building more Federal support for 
their work. Instead, we are moving in 
the opposite direction. 

Perhaps the best example is the Bush 
administration’s 5-year effort to kill 
the Healthy Communities Access Pro-
gram, which is known as HCAP. This is 
a program which helps our local orga-
nizations coordinate care for the unin-
sured. I have seen it make a tremen-
dous difference in my home State. 
Well, every year since taking office, 
this Bush administration has tried to 
kill that successful program. I have 
been out here on the floor leading the 
fight for our local communities every 
year, and most years we have won. But 
this past year, the White House and the 
Republican Congress ended the support 

for Healthy Communities and thus 
made health care less accessible for 
families from coast to coast. 

If we were serious about improving 
health care, we would be investing in 
local programs that make a difference. 
But, instead, the Republican leadership 
is focused on distractions. We can do 
better than that. 

So let me take a few minutes to turn 
to the specific problems with the bill 
that is before us, S. 1955, and explain 
why so many experts across this coun-
try are warning us that this bill will 
eliminate critical patient protections, 
it will lead to unfair premiums and in-
surance practices, and it will raise the 
cost of health care. 

First of all, this bill will eliminate 
many of the important protections 
that keep patients healthy and lower 
the cost of health care. 

In my home State of Washington, we 
have enacted a number of State patient 
protections that require health plans 
to cover services such as diabetic care, 
mental health services, breast and cer-
vical cancer screening, emergency 
medical services, and dental proce-
dures. But under this bill, small busi-
ness health plans or association health 
plans would not be required to cover 
those important benefits. Allowing in-
surers to abandon mandated benefits, 
many of which are preventive and are 
diagnostic, will result in a sicker popu-
lation and higher health costs for ev-
eryone. 

When this legislation was debated in 
the HELP Committee, I offered a num-
ber of amendments to provide for cov-
erage of several important women’s 
health benefits. Unfortunately, every 
one of those amendments was defeated. 
So now, here we are, and we have a bill 
on this floor that will strip away the 
protections on which our patients 
across this country rely. 

A new report by Families USA shows 
just how many families in my home 
State will be hurt by this bill. That re-
port found that 1,861,000 residents of 
Washington State may lose protections 
if this bill is passed. And what could 
they lose? Emergency services, home 
health care, drug and alcohol treat-
ment, contraceptives, diabetic supplies 
and education, hospice care, mammog-
raphy screening, maternity services, 
mental health care—the list goes on. I 
am not going to tell nearly 2 million 
people in my home State whom I rep-
resent that we are going to take a gam-
ble and risk losing those hard-won pro-
tections for a plan that will likely 
raise the cost of health care for many 
of our families and small businesses. 

Secondly, this bill will encourage in-
surance companies to charge higher 
premiums for less healthy consumers. 
This bill will preempt strong laws and 
protections in our State that limit the 
ability of insurers to vary premiums 
based on health status, age, gender, or 
geography. I am very concerned this 
will result in adverse selection or what 
we call cherry-picking, leading to high-
er premiums for less healthy con-

sumers. In fact, rates will likely be-
come unaffordable for those who need 
it the most, potentially increasing the 
number of uninsured Americans. 

Now, Mr. President, I would like to 
share some letters I have received from 
leaders in my home State who all 
speak against this flawed proposal. I 
ask unanimous consent that these two 
letters be printed in the RECORD fol-
lowing my remarks. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

(See exhibit 1.) 
Mrs. MURRAY. Mr. President, re-

cently I received a letter from the Gov-
ernor, Governor Christine Gregoire of 
my home State of Washington, in 
which she expressed many of her con-
cerns regarding this legislation and its 
impact on the people who live in my 
home State. 

This chart behind me contains the 
full text of the Governor’s letter. As 
you can see, she has many serious con-
cerns. I wish to highlight for the Sen-
ate some of the main points our Gov-
ernor has raised with me. 

Governor Gregoire alludes to the 
harmful aspects of this bill, and she 
says: 

[S. 1955] stands to harm our small group in-
surance market, which is a critical compo-
nent of [Washington State’s] current health 
care system. . . . 

Instead of promoting more affordable 
health care, this legislation would cause a 
serious increase in rates for consumers—pos-
sibly two or three times over what they now 
pay. 

Governor Gregoire also warns in her 
letter to me that: 

[this] bill threatens consumer protections 
that the state of Washington strives to guar-
antee to [all of] our residents. 

The Governor also warns that this 
bill: 

would foster a proliferation of health plans 
that do not cover preventive services that 
are absolutely vital to the health and well- 
being of Washington residents. . . . 

Mr. President, I would also like to 
share a letter that I have received from 
the 9,000-member Washington State 
Medical Association that wrote to me 
in strong opposition to S. 1955. 

Now, this chart shows the full letter, 
and I want to read just a portion of it: 

This legislation will have a severe impact 
on all the consumer health gains that have 
been made in Washington State over the past 
decade. 

S. 1955 will: 
Undermine Washington State’s many gains 

in advancing health care quality; 
Pull people from existing insurance cov-

erage rather than attract the uninsured; 
Lead to higher costs for consumers; 
Strike down Washington’s Mental Health 

Parity law, which took eight years of work 
to be enacted; 

Eliminate other mandated benefits that 
help consumers such as mammography serv-
ices; and, 

Leave Washington’s citizens at risk for un-
paid medical bills in the event of an AHP in-
solvency. 

That is from the head of the Wash-
ington State Medical Association, 
which has 9,000 members in my home 
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State. I think their words should be 
heeded by the Members of this Senate. 

Third, this proposal does nothing to 
address increasing health care costs. 

In fact, it builds on the sorry record 
of this administration and this Con-
gress in not addressing the rising costs 
that Americans face. Because of the 
flaws I mentioned, this bill does noth-
ing to contain those costs. In fact, it 
could dramatically increase costs for 
many businesses and families in Wash-
ington State. It could well mean that 
people in the State of Washington who 
have affordable coverage today could 
end up worse off than they are right 
now. 

I know my State has been a leader in 
working to expand access to affordable 
health insurance for working families 
and small businesses. Many of the re-
forms that worked to control costs in 
my State would be jeopardized if this 
legislation is enacted. Washington 
State has a proud tradition of strong 
consumer protections and integrated 
managed care that has improved health 
outcomes and controlled cost in-
creases. We should not jeopardize what 
my State has fought hard for by dan-
gerous Federal legislation. 

I do support the concept of pooling. I 
believe we can implement policies that 
provide stability in health insurance 
premiums. In fact, I am currently 
working with a number of my col-
leagues on legislation to create Federal 
and State catastrophic cost pools to 
spread out the risks and address what 
is driving health care costs. We can 
help spread the risk in ways that will 
lower costs and still protect patients. 
The legislation before us could raise 
costs for consumers and small busi-
nesses. We can do better than that. 

There are serious challenges facing 
our country when it comes to health 
care. This Senate needs to get serious. 
Instead of focusing on a distraction, we 
should be helping seniors with prescrip-
tion drugs. We should be expanding 
lifesaving research, and we should be 
supporting community health care. 
Those are some of the things we should 
be working on to reduce the cost of 
health care and to improve access and 
to accelerate innovation. We can do all 
of those things, but we need the Repub-
lican leadership to get serious if we are 
going to provide serious solutions. We 
don’t have a day to waste. I hope we 
can get to work on the real solutions 
that our American families deserve. 

EXHIBIT 1 
CHRISTINE O. GREGOIRE, 

OFFICE OF THE GOVERNOR, 
Olympia, WA, April 27, 2006. 

Hon. PATTY MURRAY, 
U.S. Senate, Washington, DC. 

DEAR SENATOR MURRAY: I am writing with 
great concern about S. 1955, the Health In-
surance Marketplace Modernization and Af-
fordability Act, and its potential to further 
erode our ability to provide sound health 
coverage to citizens in Washington State. 
This bill stands to harm our small group in-
surance market, which is a critical compo-

nent of our current health care system. Fur-
thermore, the bill threatens consumer pro-
tections that the State of Washington 
strives to guarantee to our residents. For 
these reasons, I ask that you oppose the bill 
in its current form. 

When it comes to providing health care, 
the federal government has been putting an 
ever-Increasing burden on the states. The 
Deficit Reduction Act, alone, paves the way 
to eliminate nearly $50 billion over the next 
five years for the Medicaid program. Fresh 
on the heals of signing the Deficit Reduction 
Act, the President unveiled his Fiscal Year 
2007 budget proposal, which proposes elimi-
nating $36 billion from the Medicare program 
over the next five years. Additionally, the 
implementation of the Medicare Part D pre-
scription drug program has had enormous 
impacts on the states. Nearly every state in 
the Nation—Washington included—felt com-
pelled to step in to ensure that our most 
needy citizens, our dual eligible population, 
continue to receive their medications due to 
fundamental flaws in the Medicare Mod-
ernization Act. Against this backdrop now 
comes S. 1955. 

If passed, S. 1955 would establish a small 
group rating mechanism that would further 
erode the possibility of pursuing reasonable 
health care costs in the states. Instead of 
promoting more affordable health care, this 
legislation would cause a serious increase in 
rates for consumers—possibly two or three 
times over what they now pay. At its worst, 
the bill could result in the total collapse of 
our small group insurance market, some-
thing we must fight to prevent. 

Additionally, I am concerned that S. 1955 
would foster a proliferation of health plans 
that do not cover preventative services that 
are absolutely vital to the health and well- 
being of Washington residents, such as mam-
mography, colonoscopies, diabetic care serv-
ices, and newborn coverage. In 2005, the 
Washington State Legislature passed, and I 
signed, legislation providing mental health 
parity. If Congress passes S. 1955, the bill 
could also fully abrogate this effort to en-
sure mental health coverage in Washington 
State. 

It is surprising to me that S. 1955 is moving 
forward, given that it is patterned, in part, 
on a flawed National Association of Insur-
ance Commissioner’s 1993 Model Rating Law, 
actually adopted by the state of New Hamp-
shire in 2003. This proved to be an unfortu-
nate experiment for the people of New Hamp-
shire. Just this year, that state’s Legislature 
repealed provisions of its 2003 law due to the 
astronomical jump in rates that occurred in 
only a two-year period after it was imple-
mented. Given this history that he knows 
only too well, my colleague, Governor John 
Lynch of New Hampshire, recently registered 
his opposition to S. 1955 in a letter to his fed-
eral delegation, dated March 28, 2006. New 
Hampshire’s experience is illustrative and a 
harbinger of what could come to all states, 
should Congress adopt S. 1955. 

As Washington State’s Attorney General 
from 1993–2005, I, along with the majority of 
my colleagues within the National Associa-
tion of Attorneys General (NAAG), opposed 
several precursor bills to S. 1955. Introduced 
in each of the last several Congresses, these 
bills allow for the federal regulation of asso-
ciation health plans (AHPs), and have passed 
out of the U.S. House more than once. I ap-
preciate that S. 1955, in its current form, 
does away with one fatal flaw of the earlier 
AHP bills—that being the wholesale oblitera-
tion of state regulation over national AHPs. 
But, as I have articulated, S. 1955 still goes 
too far in preempting other basic consumer 

protections. It is heartening to see that a 
majority of current members of NAAG, in-
cluding Washington State Attorney General 
Rob McKenna, have now weighed in with 
their concerns and opposition to S. 1955. 

As a nation, we need innovative solutions 
that provide high quality, sustainable and 
affordable health care access to our un- and 
under-insured populations. With the help of 
the Washington State Legislature, I have 
embarked on a five-point strategy to pro-
mote evidence-based medicine; better man-
age chronic diseases; increase prevention and 
wellness initiatives; require data trans-
parency; and expand the reach of health in-
formation technology. These strategies in-
vite strong partnerships between states and 
the federal government that I remain com-
mitted to pursuing with you. Unfortunately, 
proposals like S. 1955, are counterintuitive to 
the notion of forging such partnerships and I 
ask that you reject the bill. 

Sincerely, 
CHRISTINE O. GREGOIRE, 

Governor. 

WASHINGTON STATE 
MEDICAL ASSOCIATION, 

April 25, 2006. 
Hon. PATTY MURRAY, 
U.S. Senate, Washington, DC. 

DEAR SENATOR MURRAY: On behalf of the 
9,000 members of the Washington State Med-
ical Association, WSMA, I am writing to ask 
that you vote no on S. 1955—Association 
Health Plans, AHPs, when the bill comes to 
a vote in the U.S. Senate. 

The WSMA is very concerned about the 
negative effect of this legislation on our 
State’s citizens, purchasers, providers and 
health plans. 

This legislation will have a severe impact 
on all the consumer health gains that have 
been made in Washington State over the past 
decade. 

S. 1955 will: 
Undermine Washington State’s many gains 

in advancing health care quality; 
Pull people from existing insurance cov-

erage rather than attract the uninsured; 
Lead to higher costs for consumers; 
Strike down Washington’s Mental Health 

Parity law, which took eight years of work 
to be enacted; 

Eliminate other mandated benefits that 
help consumers such as mammography serv-
ices; and, 

Leave Washington’s citizens at risk for un-
paid medical bills in the event of an AHP in-
solvency 

The Washington State Medical Association 
works hard every day to insure that Wash-
ington’s citizens have access to the finest 
medical care in the country. This legislation 
will test our ability to continue in this en-
deavor. 

For more information, please do not hesi-
tate to contact Len Eddinger in our Olympia 
office. 

Very Truly yours, 
PETER J. DUNBAR, MD, 

President. 

The PRESIDING OFFICER (Mr. 
SMITH). The Senator from Kansas. 

Mr. BROWNBACK. Mr. President, I 
rise to address some issues my col-
leagues have raised. I am appreciative 
of the debate and the chance to talk 
about health care. It is a critically im-
portant topic. It is one that we have to 
talk a lot more about, how we can pro-
vide as much health care as possible to 
everybody at the lowest price that we 
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can get it and get more people insured. 
That is at the root of what we are try-
ing to get done with the proposal of 
Senator ENZI and others to get more 
health insurance, better coverage to 
more people across the United States. 
That is a worthy goal, something we 
need to do. We have far too many peo-
ple uninsured. We need more people in-
sured. That is central to us. It is cen-
tral to the hospital and the provider 
community that we have people who 
are insured. Because of those who are 
not insured and then can’t pay the 
price of their health care, that is 
spread across to other people, which is 
what we do today. That is what we 
need to do, but it would be better if we 
could get more people insured and have 
a direct system of payment. 

Others have said that what we need 
to be talking about is different than 
this, rather than expanding health in-
surance coverage. I respect that. Some 
of my colleagues have raised the stem 
cell issue. I want to address the con-
cerns my colleagues have raised on 
stem cells. I want to report to my col-
leagues what a tremendous positive 
story we have to tell about stem cells, 
an exciting story of people receiving 
treatments, living longer and healthier 
lives because of stem cell treatments. 
These are not the controversial ones. 
This does not involve the destruction 
of a young human in the embryonic 
stage. This involves the use of adult 
stem cells, which the Presiding Officer 
and others, everybody in this room has 
in their body, adult stem cells. It also 
involves cord blood stem cells. These 
are the stem cells that are in the um-
bilical cord between the mother and 
child, while the mother is carrying the 
child. 

I want to show two charts to start 
off. I think it is best if we make this a 
personal debate. I challenge my col-
leagues who have challenged me about 
this topic to come forward with pic-
tures of individuals who are being 
treated with embryonic stem cells. I 
would like to see the people who are 
being treated with embryonic stem 
cells. We have put nearly half a billion 
dollars of research money into embry-
onic stem cell research. We have 
known about embryonic stem cells for 
20 years. I don’t know of the people 
being treated by embryonic stem cells. 

I can show people who are being 
treated with adult stem cells or cord 
blood. This is Erik Haines. He is 13 
years old. He was diagnosed with 
Krabbes disease, the first patient to re-
ceive cord blood for this rare, inherited 
metabolic disease. The date of trans-
plant was 1994. He is alive today. He 
would be dead without this having 
taken place. 

Let me show you a picture of Keone 
Penn. I had him in to testify before a 
Commerce Committee hearing a couple 
years ago. He has sickle cell anemia. 
The date of transplant was December 
11, 1998. He had been very sick. He 
wasn’t expected to live. As a matter of 
fact, it says in a statement that he 

made: If it wasn’t for cord blood, I 
would probably be dead by now. It is a 
good thing I found a match. It saved 
my life. 

We have now many more people being 
treated for sickle cell, a whole host of 
diseases. As a matter of fact, I want to 
read off a few of these. These are 
human clinical trials, real people get-
ting real treatments, living longer 
lives, if not being cured, by the use of 
adult stem cells and cord blood stem 
cells in 69 different disease areas. 

My colleagues have heard this debate 
for a period of years. We have been de-
bating stem cells for a number of 
years. We have been debating the con-
troversial area of embryonic stem 
cells, which the Federal Government 
funds, which State governments fund, 
which private industry and the private 
sector is fully free to fund completely, 
every bit of the way that they want to 
do that. They can. They have been. 
And we have no human treatments 
from embryonic stem cells to date. We 
don’t have any. They are funded glob-
ally. There is no prohibition against 
embryonic stem cell research in the 
United States. 

My colleagues seek more than the 
nearly $500 billion that we have put 
into embryonic stem cell research, an 
area that has not produced any human 
treatments to date. I want to be clear 
that that is what we are talking about. 
When we started this debate, my col-
leagues pushing embryonic stem cells, 
who in their hearts absolutely believe 
they are doing the right thing and this 
will lead to cures, listed cancer, sickle 
cell anemia, Lou Gehrig’s disease. We 
are going to deal with all of these 
things. With the promise of embryonic 
stem cells, we will cure these things. 
That is what they said on their side 
when we started this debate 6 years 
ago. Six years later—I could be off a 
year or 2—where are the cures? I say 
we have them. They are in adult and 
cord blood stem cells. 

I ask unanimous consent to print in 
the RECORD at the end of my statement 
a sheet of human clinical applications 
using adult stem cells. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

(See exhibit 1.) 
Mr. BROWNBACK. I want to read a 

few of the 69 from this document: Sick-
le cell anemia, aplastic anemia, chron-
ic Epstein-Barr infection, lupus, 
Crohn’s disease, rheumatoid arthritis, 
juvenile arthritis, multiple sclerosis, 
brain tumors, different cancers, 
lymphoma, non-Hodgkins lymphoma, a 
number of solid tumors, cardio-
vascular. This is an exciting area that 
is taking place where we now have peo-
ple with acute heart damage, chronic 
coronary artery disease being treated 
with adult stem cells. Primarily, this 
has been an adult stem cell treatment 
where they harvest stem cells out of 
their own body and inject them right 
back into the damaged heart tissue. 

Now we are seeing people who 
couldn’t walk up a flight of steps going 

up eight flights, having hard tissue 
being regenerated with the use of their 
own adult stem cells. There is no rejec-
tion problem. This is their own cells. 
They take these adult stem cells from 
your body, which are repair cells, grow 
them outside of the body, put them 
back into the damaged heart tissue 
area, and now instead of congestive 
heart failure, without any ability to 
get enough blood throughout the body, 
the heart is pumping harder and better. 
It is actually working. They are regen-
erating the heart in these people. This 
is actually taking place in human clin-
ical trials today. It is a beautiful issue. 

The list goes on: chronic liver failure, 
Parkinson’s disease. I had a gentleman 
in to testify who had taken stem cells 
out of a part of his body, grew them, 
put them in the left part of the brain. 
The right side of the body started func-
tioning without Parkinson’s disease. 
Later it came back, after several years, 
but he had several years free and was 
starting to learn how better this can 
work with Parkinson’s disease. 

Again, continuing from the list: spi-
nal cord injury, stroke damage, limb 
gangrene, skull bone repair. We have 
recently had advances. For example, 
they took the stem cells out of a per-
son’s body. They had a form around 
which the bladder could be grown, out-
side a new bladder could be grown. 
They took the stem cells, put them 
around this form, and actually grew a 
bladder out of a person’s own stem 
cells. These are marvelous, miraculous 
things that are taking place in 69 dif-
ferent areas of human clinical trials, 
adult and cord blood. I ask my col-
leagues from the other side, the ones 
who promised all of the cures from em-
bryonic stem cells, as this debate 
moves forward, we will bring out state-
ments that people made 5, 6 years ago 
about the cures that would come from 
embryonic stem cells. The cures have 
come from these noncontroversial 
areas. This is where we ought to be 
funding. This is what we ought to be 
doing. This is where we are getting 
treatments. 

I ask my colleagues from the other 
side, where are the treatments with 
embryonic stem cells? Colleagues on 
the other side, for whom I have great 
respect and I know in their hearts are 
doing what they believe is the right 
thing to do, asked about reputable sci-
entists opposed to embryonic stem 
cells. I ask unanimous consent to print 
in the RECORD this letter at the conclu-
sion of my statement. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

(See exhibit 2.) 
Mr. BROWNBACK. It is dated Octo-

ber 27, 2004. It is to Senator John F. 
Kerry, running for President at the 
time, signed by 57 scientists who have 
a real problem with embryonic stem 
cell research. 

They say in this letter: 
As professionals trained in the life sciences 

we are alarmed at these statements. 

They are referring to what Senator 
KERRY was saying, that this would be a 
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centerpiece issue for him in moving 
forward with science. This is in 2004. 

First, your statement misrepresents 
science. In itself, science is not a policy or a 
political program. 

Second, it is no mere ‘‘ideology’’ to be con-
cerned about the possible misuse of humans 
in scientific research. 

Here we come to the real rub of the 
issue on embryonic stem cell research. 
Is the embryo human life or isn’t it? It 
is one or the other. It is either a 
human life or it isn’t. It is alive. It is 
human in its genetic form. Is it a 
human life or not? If it is not a human 
life, do with it as you choose. If it is a 
human life, it deserves protection and 
respect. We do it for everybody in this 
room, no matter what your State is, 
your physical condition. Why wouldn’t 
we do it while you are in the womb? 

I have a letter signed by 57 scientists 
with a real problem with embryonic 
stem cell research. My colleague asked 
me to produce scientists who are op-
posed to embryonic stem cell research. 
Here they are. 

I finally say to my colleagues on this 
topic, the promises they have made 
about embryonic stem cell research 
have not been realized to date, and rep-
utable scientists question whether they 
will ever be realized. We are half a bil-
lion dollars later after investment 
from the Federal Government on em-
bryonic stem cell research, animal and 
human. Now you are seeing—this is 
just the Federal Government, not 
about the private sector or other gov-
ernments around the world. I will read 
to you what other scientists who sup-
port embryonic stem cell research are 
saying about the prospects of embry-
onic stem cell research. A British stem 
cell research expert, named Winston, 
warned colleagues that the political 
hype in support of human embryonic 
stem cells needs to be reined in. This is 
dated June 20, 2005, where he says this: 

One of the problems is that in order to per-
suade the public that we must do this work, 
we often go rather too far in promising what 
we might achieve. This is a real issue for the 
scientists. I am not entirely convinced that 
embryonic stem cells will, in my lifetime, 
and possibly anybody’s lifetime, for that 
matter, be holding quite the promise that we 
desperately hope they will. 

Let’s look at another researcher 
talking in this field. I want to get tes-
timony in here from Jamie Thompson, 
the first scientist to grow human em-
bryonic stem cells. This is the question 
posed to him: 

People who use nuclear transfer generally 
say that the technique is optimized for pro-
ducing stem cells rather than making babies. 
They would not want to equate this with the 
process that produces embryos that were fit 
for implantation, and they argue that they 
are used in the reproductive process dif-
ferently. 

I am talking about the use of embry-
onic stem cell research in a cloning 
procedure, where you create a clone, 
take the embryonic stem cells from the 
clone. 

This is what Professor Thompson 
says: 

So you are trying to define it away and it 
doesn’t work. If you create an embryo by nu-
clear transfer and you give it to somebody, 
you didn’t know where it came from, there 
would be no test you could do on that em-
bryo to say where it came from. It is what it 
is. It is an embryo. It is a young human life. 
It’s true that they have much lower prob-
ability of giving rise to a child, but by any 
reasonable definition, at least at some fre-
quency, you are creating an embryo. If you 
are trying to define it away, you are being 
disingenuous. 

My colleagues started to raise the 
issue that if you create an embryo by 
process of cloning, it is not really a 
young human life. But if you create an 
embryo that is a sheep, like Dolly, and 
grow it up to be Dolly the sheep, is 
Dolly not a sheep? Would that be the 
contention? That is simply not the 
case when they are creating a cloned 
individual or cloned human being, and 
that goes into the next step in this de-
bate, to discuss human cloning. The 
other side calls it somatic nuclear cell 
transfer—the same process that cre-
ated Dolly. 

My point is that that is the next step 
on this continuum. We are talking 
about embryonic stem cell research 
funding and the lack of production tak-
ing place there for human treatment. 
The next step is that we need to clone 
and then we need to clone the indi-
vidual and not harvest it in a day or 
two, but we need to grow the fetus out 
several weeks so we have sort of fetal 
farming, which is a ghastly thing to 
even consider. Yet it is being talked 
about in some research circles. 

I conclude with the statement that if 
we want to be successful in this area 
and treat people, which I believe is the 
measure that we should go by—the 
treatment of individuals—our best bet, 
if my colleagues want human treat-
ments to take place, they want to cure 
people, if that is what their effort is, 
let’s fund what is working, which is 
adult cord blood. Let’s move off of this 
politicized debate which is about the 
definition of young human life. Let’s 
move off this debate and do something 
that is curing people. And we can. 

That is the way we ought to go in 
this debate. We ought to also pass the 
Enzi proposal that gets more people 
health insurance, which is where we 
should focus this debate now because 
that is what we are talking about, 
rather than a politicized issue of em-
bryonic stem cell research, which has 
not worked and is not working. 

I yield the floor. 
EXHIBIT 1 

ADULT & NON-EMBRYONIC STEM CELL 
RESEARCH 

ADVANCES & UPDATES FOR APRIL 2006 
HIGHLIGHT OF THE MONTH—STEM CELL HOPE 

FOR LIVER PATIENTS 
British doctors reported treatment of 5 pa-

tients with liver failure with the patients’ 
own adult stem cells. Four of the 5 patients 
showed improvement, and 2 patients re-
gained near normal liver function. The au-
thors noted: ‘‘Liver transplantation is the 
only current therapeutic modality for liver 
failure but it is available to only a small pro-
portion of patients due to the shortage of 

organ donors. Adult stem cell therapy could 
solve the problem of degenerative disorders, 
including liver disease, in which organ trans-
plantation is inappropriate or there is a 
shortage of organ donors.’’—Stem Cells Ex-
press, Mar. 30, 2006 
ADVANCES IN HUMAN TREATMENTS USING ADULT 

STEM CELLS— 
Buerger’s Disease: Scientists in Korea 

using adult stem cell treatments showed sig-
nificant improvement in the limbs of pa-
tients with Buergers disease, where blood 
vessels are blocked and inflamed, eventually 
leading to tissue destruction and gangrene in 
the limb. Out of 27 patients there was a 79% 
positive response rate and improvement in 
the limbs, including the healing of pre-
viously non-healing ulcers.—Stem Cells Ex-
press, Jan. 26, 2006 

Bladder Disease: Doctors at Wake Forest 
constructed new bladders for 7 patients with 
bladder disease, using the patients’ own pro-
genitor cells grown on an artificial frame-
work in the laboratory. When implanted 
back into the patients, the tissue-engineered 
bladders appeared to function normally and 
improved the patients’ conditions. ‘‘This 
suggests that tissue engineering may one 
day be a solution to the shortage of donor or-
gans in this country for those needing trans-
plants,’’ said Dr. Anthony Atala, the lead re-
searcher.—The Lancet, Apr. 4, 2006; reported 
by the AP, Apr. 4, 2006 

Lupus: Adult Stem Cell Transplant Offers 
Promise for Severe Lupus—Dr. Richard Burt 
of Northwestern Memorial Hospital is pio-
neering new research that uses a patient’s 
own adult stem cells to treat extremely se-
vere cases of lupus and other autoimmune 
diseases such as multiple sclerosis and rheu-
matoid arthritis. In a recent study of 50 pa-
tients with lupus, the treatment with the pa-
tients’ adult stem cells resulted in stabiliza-
tion of the disease or even improvement of 
previous organ damage, and greatly in-
creased survival of patients. ‘‘We bring the 
patient in, and we give them chemo to de-
stroy their immune system,’’ Dr. Burt said. 
‘‘And then right after the chemotherapy, we 
infuse the stems cells to make a brand-new 
immune system.’’—ABC News, Apr. 11, 2006; 
Journal of the American Medical Assn, Feb. 
1, 2006 

Cancer: Bush policy may help cure can-
cer—‘‘Unlike embryonic stem cells . . . can-
cer stem cells are mutated forms of adult 
stem cells. . . . Interest in the [adult stem 
cell] field is growing rapidly, thanks in part, 
paradoxically, to President George W. Bush’s 
restrictions on embryonic-stem-cell re-
search. Some of the federal funds that might 
otherwise have gone to embryonic stem cells 
could be finding their way into cancer 
[adult]-stem-cell studies.’’—Time: Stem 
Cells that Kill, Apr. 17, 2006 

Heart: Adult stem cells may inhibit remod-
eling and make the heart pump better and 
more efficiently.—Researchers in Pittsburgh 
have shown that adding a patient’s adult 
stem cells along with bypass surgery can 
give significant improvement for those with 
chronic heart failure. Ten patients treated 
with their own bone marrow adult stem cells 
improved well beyond patients who had only 
standard bypass surgery. In addition, sci-
entists in Arkansas and Boston administered 
the protein G-CSF to advanced heart failure 
patients, to activate the patients’ bone mar-
row adult stem cells, and found significant 
heart improvement 9 months after the treat-
ment.—Journal of Thoracic and Cardio-
vascular Surgery, Dec., 2005; American Jour-
nal of Cardiology, Mar., 2006 

Stroke: Mobilizing adult stem cells helps 
stroke patients—Researchers in Taiwan have 
shown that mobilizing a stroke patient’s 
bone marrow adult stem cells can improve 
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recovery. Seven stroke patients were given 
injections of a protein—G-CSF—that encour-
ages bone marrow stem cells to leave the 
marrow and enter the bloodstream. From 
there, they home in on damaged brain tissue 
and stimulate repair. The 7 patients showed 
significantly greater improvement after 
stroke than patients receiving standard 
care.—Canadian Medical Association Journal 
Mar. 3, 2006 

69 CURRENT HUMAN CLINICAL APPLICATIONS 
USING ADULT STEM CELLS 

ANEMIAS & OTHER BLOOD CONDITIONS 
Sickle cell anemia, Sideroblastic anemia, 

Aplastic anemia, Red cell aplasia (failure of 
red blood cell development), 
Amegakaryocytic thrombocytopenia, Thal-
assemia (genetic [inherited] disorders all of 
which involve underproduction of hemo-
globin), Primary amyloidosis (A disorder of 
plasma cells), Diamond blackfan anemia, 
Fanconi’s anemia, Chronic Epstein-Barr in-
fection (similar to Mono). 

AUTO-IMMUNE DISEASES 
Systemic lupus (auto-immune condition 

that can affect skin, heart, lungs, kidneys, 
joints, and nervous system), Sjogren’s syn-
drome (autoimmune disease w/symptoms 
similar to arthritis), Myasthenia (An auto-
immune neuromuscular disorder), Auto-
immune cytopenia, Scleromyxedema (skin 
condition), Scleroderma (skin disorder), 
Crohn’s disease (chronic inflammatory dis-
ease of the intestines), Behcet’s disease, 
Rheumatoid arthritis, Juvenile arthritis, 
Multiple sclerosis, Polychondritis (chronic 
disorder of the cartilage) Systemic vasculitis 
(inflammation of the blood vessels), Alopecia 
universalis, Buerger’s disease (limb vessel 
constriction, inflammation). 

CANCER 
Brain tumors—medulloblastoma and 

glioma, Retinoblastoma (cancer), Ovarian 
cancer, Skin cancer: Merkel cell carcinoma, 
Testicular cancer, Lymphoma, Non-Hodg-
kin’s lymphoma, Hodgkin’s lymphoma, 
Acute lymphoblastic leukemia, Acute 
myelogenous leukemia, Chronic 
myelogenous leukemia, Juvenile 
myelomonocytic leukemia, Cancer of the 
lymph nodes: Angioimmunoblastic lymph-
adenopathy, Multiple myeloma (cancer af-
fecting white blood cells of the immune sys-
tem), Myelodysplasia (bone marrow dis-
order), Breast cancer, Neuroblastoma (child-
hood cancer of the nervous system), Renal 
cell carcinoma (cancer of the kidney), Soft 
tissue sarcoma (malignant tumor that begins 
in the muscle, fat, fibrous tissue, blood ves-
sels), Various solid tumors, Waldenstrom’s 
macroglobulinemia (type of lymphoma), 
Hemophagocytic lymphohistiocyctosis, 
POEMS syndrome (osteosclerotic myeloma), 
Myelofibrosis. 

CARDIOVASCULAR 
Acute Heart damage, Chronic coronary ar-

tery disease. 
IMMUNODEFICIENCIES 

Severe combined immunodeficiency syn-
drome, X-linked lymphoproliferative syn-
drome, X-linked hyper immunoglobulin M 
syndrome. 

LIVER DISEASE 
Chronic liver failure. 
NEURAL DEGENERATIVE DISEASES & INJURIES 
Parkinson’s disease, Spinal cord injury, 

Stroke damage. 
OCULAR 

Corneal regeneration. 
WOUNDS & INJURIES 

Limb gangrene, Surface wound healing, 
Jawbone replacement, Skull bone repair. 

OTHER METABOLIC DISORDERS 
Sandhoff disease (hereditary genetic dis-

order), Hurler’s syndrome (hereditary ge-

netic disorder), Osteogenesis imperfecta 
(bone/cartilage disorder), Krabbe 
Leukodystrophy (hereditary genetic dis-
order), Osteopetrosis (genetic bone disorder), 
Cerebral X-linked adrenoleukodystrophy. 

EXHIBIT 2 

OCTOBER 27, 2004. 
Senator JOHN F. KERRY, 
John Kerry for President, 
Washington, DC. 

DEAR SENATOR KERRY: Recently you have 
made the promotion of embryonic stem cell 
research, including the cloning of human 
embryos for research purposes, into a center-
piece of your campaign. You have said you 
will make such research a ‘‘top priority’’ for 
government, academia and medicine (Los 
Angeles Times, 10/17/04). You have even 
equated support for this research with re-
spect for ‘‘science,’’ and said that science 
must be freed from ‘‘ideology’’ to produce 
miracle cures for numerous diseases. 

As professionals trained in the life sciences 
we are alarmed at these statements. 

First, your statements misrepresent 
science. In itself, science is not a policy or a 
political program. Science is a systematic 
method for developing and testing 
hypotheses about the physical world. It does 
not ‘‘promise’’ miracle cures based on scanty 
evidence. When scientists make such asser-
tions, they are acting as individuals, out of 
their own personal faith and hopes, not as 
the voice of ‘‘science’’. If such scientists 
allow their individual faith in the future of 
embryonic stem cell research to be inter-
preted as a reliable prediction of the out-
come of this research, they are acting irre-
sponsibly. 

Second, it is no mere ‘‘ideology’’ to be con-
cerned about the possible misuse of humans 
in scientific research. Federal bioethics advi-
sory groups, serving under both Democratic 
and Republican presidents, have affirmed 
that the human embryo is a developing form 
of human life that deserves respect. Indeed 
you have said that human life begins at con-
ception, that fertilization produces a 
‘‘human being.’’ To equate concern for these 
beings with mere ‘‘ideology’’ is to dismiss 
the entire history of efforts to protect 
human subjects from research abuse. 

Third, the statements you have made re-
garding the purported medical applications 
of embryonic stem cells reach far beyond any 
credible evidence, ignoring the limited state 
of our knowledge about embryonic stem cells 
and the advances in other areas of research 
that may render use of these cells unneces-
sary for many applications. To make such 
exaggerated claims, at this stage of our 
knowledge, is not only scientifically irre-
sponsible—it is deceptive and cruel to mil-
lions of patients and their families who hope 
desperately for cures and have come to rely 
on the scientific community for accurate in-
formation. 

What does science tell us about embryonic 
stem cells? The facts can be summed up as 
follows: 

At present these cells can be obtained only 
by destroying live human embryos at the 
blastocyst (4–7 days old) stage. They pro-
liferate rapidly and are extremely versatile, 
ultimately capable (in an embryonic envi-
ronment) of forming any kind of cell found 
in the developed human body. Yet there is 
scant scientific evidence that embryonic 
stem cells will form normal tissues in a cul-
ture dish, and the very versatility of these 
cells is now known to be a disadvantage as 
well—embryonic stem cells are difficult to 
develop into a stable cell line, spontaneously 
accumulate genetic abnormalities in culture, 
and are prone to uncontrollable growth and 
tumor formation when placed in animals. 

Almost 25 years of research using mouse 
embryonic stem cells have produced limited 

indications of clinical benefit in some ani-
mals, as well as indications of serious and 
potentially lethal side-effects. Based on this 
evidence, claims of a safe and reliable treat-
ment for any disease in humans are pre-
mature at best. 

Embryonic stem cells obtained by destroy-
ing cloned human embryos pose an addi-
tional ethical issue—that of creating human 
lives solely to destroy them for research— 
and may pose added practical problems as 
well. The cloning process is now known to 
produce many problems of chaotic gene ex-
pression, and this may affect the usefulness 
and safety of these cells. Nor is it proven 
that cloning will prevent all rejection of em-
bryonic stem cells, as even genetically 
matched stem cells from cloning are some-
times rejected by animal hosts. Some animal 
trials in research cloning have required plac-
ing cloned embryos in a womb and devel-
oping them to the fetal stage, then destroy-
ing them for their more developed tissues, to 
provide clinical benefit—surely an approach 
that poses horrific ethical issues if applied to 
humans. 

Non-embryonic stem cells have also re-
ceived increasing scientific attention. Here 
the trajectory has been very different from 
that of embryonic stem cells: Instead of de-
veloping these cells and deducing that they 
may someday have a clinical use, research-
ers have discovered them producing un-
doubted clinical benefits and then sought to 
better understand how and why they work so 
they can be put to more uses. Bone marrow 
transplants were benefiting patients with 
various forms of cancer for many years be-
fore it was understood that the active ingre-
dients in these transplants are stem cells. 
Non-embryonic stem cells have been discov-
ered in many unexpected tissues—in blood, 
nerve, fat, skin, muscle, umbilical cord 
blood, placenta, even dental pulp—and doz-
ens of studies indicate that they are far more 
versatile than once thought. Use of these 
cells poses no serious ethical problem, and 
may avoid all problems of tissue rejection if 
stem cells can be obtained from a patient for 
use in that same patient. Clinical use of non- 
embryonic stem cells has grown greatly in 
recent years. In contrast to embryonic stem 
cells, adult stem cells are in established or 
experimental use to treat human patients 
with several dozen conditions, according to 
the National Institutes of Health and the Na-
tional Marrow Donor Program (Cong. 
Record, September 9, 2004, pages H6956–7). 
They have been or are being assessed in 
human trials for treatment of spinal cord in-
jury, Parkinson’s disease, stroke, cardiac 
damage, multiple sclerosis, and so on. The 
results of these experimental trials will help 
us better assess the medical prospects for 
stem cell therapies. 

In the case of many conditions, advances 
are likely to come from sources other than 
any kind of stem cell. For example, there is 
a strong scientific consensus that complex 
diseases such as Alzheimer’s are unlikely to 
be treated by any stem cell therapy. When 
asked recently why so many people nonethe-
less believe that embryonic stem cells will 
provide a cure for Alzheimer’s disease, NIH 
stem cell expert Ron McKay commented that 
‘‘people need a fairy tale’’ (Washington Post, 
June 10, 2004, page A3). Similarly, auto-
immune diseases like juvenile diabetes, 
lupus and MS are unlikely to benefit from 
simple addition of new cells unless the un-
derlying problem—a faulty immune system 
that attacks the body’s own cells as though 
they were foreign invaders—is corrected. 

In short, embryonic stem cells pose one es-
pecially controversial avenue toward under-
standing and (perhaps) someday treating 
various degenerative diseases. Based on the 
available evidence, no one can predict with 
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certainty whether they will ever produce 
clinical benefits—much less whether they 
will produce benefits unobtainable by other, 
less ethically problematic means. 

Therefore, to turn this one approach into a 
political campaign—even more, to declare 
that it will be a ‘‘top priority’’ or receive 
any particular amount of federal funding, re-
gardless of future evidence or the usual sci-
entific peer review process—is, in our view, 
irresponsible. It is, in fact, a subordination 
of science to ideology. 

Because politicians, biotechnology inter-
ests and even some scientists have publicly 
exaggerated the ‘‘promise’’ of embryonic 
stem cells, public perceptions of this avenue 
have become skewed and unrealistic. Politi-
cians may hope to benefit from these false 
hopes to win elections, knowing that the col-
lision of these hopes with reality will come 
only after they win their races. The sci-
entific and medical professions have no such 
luxury. When desperate patients discover 
that they have been subjected to a sales-
man’s pitch rather than an objective and 
candid assessment of possibilities, we have 
reason to fear a public backlash against the 
credibility of our professions. We urge you 
not to exacerbate this problem now by re-
peating false promises that exploit patients’ 
hopes for political gain. 

Signed by 57 doctors. 

The PRESIDING OFFICER (Mr. COR-
NYN). The Senator from Minnesota is 
recognized. 

Mr. DAYTON. Mr. President, I ask 
unanimous consent to speak for 15 min-
utes as in morning business. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

REPORT ON HURRICANE KATRINA 
Mr. DAYTON. Mr. President, last 

week the Senate Committee on Home-
land Security and Governmental Af-
fairs, of which I am a member, ap-
proved its report titled ‘‘Hurricane 
Katrina, A Nation Still Unprepared.’’ 
The committee’s distinguished chair-
man set today as the deadline for addi-
tional views. 

I reluctantly voted not to approve 
that draft of the report last week be-
cause it is seriously incomplete. While 
it is still lacking all of the informa-
tion, documents, and testimony which 
President Bush and his subordinates 
denied the committee, last March 15 
the ranking member asked the chair-
man to subpoena witnesses and docu-
ments that have been withheld by the 
White House. Regrettably, she declined 
to do so. 

Earlier this year, on January 12, the 
chairman and ranking member wrote 
the White House Chief of Staff, Mr. An-
drew Card, regarding the information 
they had previously requested. Their 
letter stated, in part: 

This practice (of withholding information) 
must cease. 

It continued: 
We are willing to discuss claims of execu-

tive privilege asserted by the White House, 
either directly or through a Federal agency. 
But we will not stand for blanket instruc-
tions to refuse answering any questions con-
cerning any communications with the EOP 
[Executive Office of the President]. 

Their insistence that either adminis-
tration officials comply with this over-
sight committee’s rightful demands or 

the President invoke his executive 
privilege not to do so was entirely ap-
propriate. Unfortunately, when Mr. 
Card and his subordinates still refused 
to comply, the chairman denied the 
ranking member’s request to issue sub-
poenas. 

Regrettably, at its markup of the 
draft report, the Senate committee 
failed to support my motion to sub-
poena those documents and witnesses, 
which were being withheld by the 
White House without claim to execu-
tive privilege, and which were being 
wrongfully denied by executive agen-
cies. 

The administration’s refusal to com-
ply and cooperate with this investiga-
tion is deplorable, as is the Homeland 
Security Committee’s failure to back 
the chairman and ranking member’s 
proper insistence that the White House 
do so. That committee is charged by 
the full Senate with the responsibility 
to oversee the agencies, programs, and 
activities that are related to homeland 
security. The committee was expressly 
directed by the Senate majority leader 
to examine the Bush administration’s 
failure to respond quickly or effec-
tively to the disasters caused by Hurri-
cane Katrina. This investigation is not 
complete without all of the informa-
tion requested from the administra-
tion. Furthermore, the report’s find-
ings and conclusions can hardly be con-
sidered reliable if the White House has 
decided what information to provide 
and what information to withhold from 
the committee. 

This unfortunate acquiescence con-
firms the judgment of the Senate 
Democratic leader that an independent 
bipartisan commission was necessary 
to ensure complete and unbiased inves-
tigation into the failed Federal, State, 
and local responses to Hurricane 
Katrina. His request has been repeat-
edly denied by the majority, with the 
assurance that the Senate committee 
would fulfill those responsibilities. 
Tragically and reprehensibly, it has 
failed to do so. Thus, the committee 
failed the Senate’s constitutional obli-
gations to be an independent, coequal 
branch of Government from the execu-
tive. It also failed the long-suffering 
victims of Hurricane Katrina, who de-
serve to know why their governments 
failed them, and all of the American 
people, who depend upon their elected 
representatives to protect their lives 
and their interests, without regard to 
partisan political considerations. That 
partisanship includes unjustified pro-
tection of an administration of the 
same political party, as much as undue 
criticism of one from another party. 

That partisan protectionism is espe-
cially unwarranted given widespread 
agreement about the urgent need to 
understand the failures during and 
after Hurricane Katrina and to remedy 
them before another large-scale dis-
aster, God forbid, should occur. 

Now, 8 months after the hurricane, 
the lack of progress in cleanup, repair, 
and reconstruction in devastated areas 

provides further evidence of the Fed-
eral Government’s continuing failure 
to respond efficiently or effectively. 
There is no time in which the helping 
hand of Government is more urgently 
needed and more surely deserved than 
during and after a disaster. Victims are 
damaged or devastated physically, 
emotionally, and financially. 

Local officials and their public serv-
ices are overwhelmed, if not destroyed. 
They need a Federal emergency re-
sponse organization comprised of expe-
rienced, dedicated professionals, who 
have the resources necessary to allevi-
ate short-term suffering and commence 
long-term recovery, and also have the 
authority to expeditiously commit 
those resources. 

What the failed Federal response to 
Hurricane Katrina showed is the utter 
ineptitude of the Federal Emergency 
Management Agency, known as FEMA. 
Even worse, FEMA’s indifference and 
incompetence in the aftermath of 
Katrina was not an isolated instance. 
In my direct experience with FEMA’s 
disaster relief responses in Minnesota, 
the agency is too often a major ob-
struction to recovery projects rather 
than a principal ally. 

Thus, I agree with the report’s rec-
ommendation to create a new, com-
prehensive emergency management or-
ganization, to prepare for and respond 
to all disasters and catastrophes. I re-
main openminded about whether this 
new entity should remain within the 
Department of Homeland Security, as 
this recommendation intends, or be es-
tablished as a separate Federal agency. 
The challenge for the committee, for 
all of Congress, and for the administra-
tion will be to actually recreate an ex-
isting Federal agency which has be-
come dysfunctional and nonfunctional. 
Merely ‘‘reforming’’ FEMA by rear-
ranging some boxes and lines in its or-
ganizational chart, revising it, and giv-
ing its head a new title, will be woe-
fully inadequate. The new organization 
must be more streamlined, centralized, 
and compact than its predecessor. It 
must be less bureaucratic, less con-
sumed with regulatory minutiae, and 
less resistant to local recovery initia-
tives. It must spend less time creating 
complex plans and cumbersome proce-
dures, and more time in training and 
perfecting action responses to emer-
gency situations. 

History shows that ‘‘if a student does 
not learn the lesson, the teacher re-
appears.’’ This report describes some of 
the most important lessons from the 
failed response to Hurricane Katrina. 
The committee’s and this Congress’s 
subsequent actions to correct these se-
rious deficiencies before the next ca-
tastrophe will indicate whether those 
lessons will be learned. 

I yield the floor and suggest the ab-
sence of a quorum. 

The PRESIDING OFFICER. The 
clerk will call the roll. 

The assistant legislative clerk pro-
ceeded to call the roll. 
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Mr. AKAKA. Mr. President, I ask 

unanimous consent that the order for 
the quorum call be rescinded. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

Mr. AKAKA. Mr. President, I ask 
unanimous consent that I be allowed to 
speak for 10 minutes as in morning 
business. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

NATIVE HAWAIIAN GOVERNMENT 
REORGANIZATION ACT OF 2005 

Mr. AKAKA. Mr. President, I rise 
today to talk about bipartisan legisla-
tion that is of critical importance to 
the people of Hawaii. S. 147, the Native 
Hawaiian Government Reorganization 
Act of 2005, would extend the Federal 
policy of self-governance and self-de-
termination to Hawaii’s indigenous 
peoples, Native Hawaiians, by author-
izing a process for the reorganization 
of a Native Hawaiian governing entity 
for the purposes of a government-to- 
government relationship with the 
United States. 

Together with my senior Senator and 
the rest of Hawaii’s congressional dele-
gation, I first introduced this bill in 
1999. The bill passed the House in 2000, 
but, unfortunately, the Senate ad-
journed before we could complete con-
sideration of that bill. 

Since then, I have introduced a bill 
every Congress. In every Congress, the 
committees of jurisdiction—the Senate 
Committee on Indian Affairs and the 
House Committee on Resources—have 
favorably reported the bill and its com-
panion measure. 

I thank the majority leader, the sen-
ior Senator from Tennessee, who is 
working to uphold his commitment to 
bring this bill to the Senate floor for a 
debate and rollcall vote. I must tell my 
colleagues that he did try to meet his 
commitment in September 2005 and did 
schedule it for the floor. But at that 
time, Katrina happened, and we took it 
off the calendar. 

I also appreciate the efforts of my 
colleague from Arizona who opposes 
the bill on substance, but has worked 
with me to uphold his promise to allow 
the bill to come to the floor for debate 
and rollcall vote. 

S. 147 does three things. First, it au-
thorizes the Office of Native Hawaiian 
Relations in the Department of the In-
terior. The office is intended to serve 
as a liaison between Native Hawaiians 
and the United States. It is not in-
tended to become another Bureau of In-
dian Affairs, as the current program 
for Native Hawaiians will remain with 
the agencies that currently administer 
those programs. 

Second, the bill establishes the Na-
tive Hawaiian interagency coordi-
nating group. This is a Federal work-
ing group to be composed of represent-
atives from Federal agencies who ad-
minister programs and services for Na-
tive Hawaiians. There is no statutory 
requirement for these agencies to work 
together. This working group can co-
ordinate policies to ensure consistency 

and prevent unnecessary duplication in 
Federal policies impacting Native Ha-
waiians. 

Finally, the bill authorizes a process 
for the reorganization of the Native 
Hawaiian governing entity. And we 
ask: Why do we need to organize the 
entity? It is because the Native Hawai-
ian Government was overthrown with 
the assistance of U.S. agents in 1893. 
Rather than shed the blood of the peo-
ple, our beloved queen, Queen 
Lili‘uokalani, abdicated her throne 
after being arrested and imprisoned in 
her own home. 

Following the overthrow, a republic 
was formed. Any reformation of a na-
tive governing entity has been discour-
aged. Despite this fact, Native Hawai-
ians have established distinct commu-
nities and retained their language, cul-
ture, and traditions. They have done so 
in a way that also allows other cul-
tures to flourish in Hawaii. Now their 
generosity is being used against them 
by opponents of this bill who claim 
that because Native Hawaiians do not 
have a governing entity, they cannot 
partake in the Federal policy of self- 
governance and self-determination 
that is offered to their native brethren 
in the United States. 

My bill authorizes a process for the 
reorganization of the Native Hawaiian 
governing entity for the purposes of a 
federally recognized government-to- 
government relationship. There are 
many checks and balances in this proc-
ess which has the structure necessary 
to comply—to comply—with Federal 
law and still maintains the flexibility 
for Native Hawaiians to determine the 
outcome of this process. 

Further, my bill includes a negotia-
tions process between the Native Ha-
waiian governing entity, the State of 
Hawaii, and the United States to ad-
dress issues such as lands, natural re-
sources, assets, criminal and civil ju-
risdiction, and historical grievances. 
Nothing that is currently within the 
jurisdiction of another level of govern-
ment can be conveyed to the Native 
Hawaiian Government without going 
through this negotiations process. 

I am proud of the fact that this bill 
respects the rights of Hawaii’s indige-
nous peoples through a process that is 
consistent with Federal law and it pro-
vides the structured process for the 
people of Hawaii to address the long-
standing issues which have plagued 
both Native Hawaiians and non-Native 
Hawaiians since the overthrow of the 
Kingdom of Hawaii. 

I want to reiterate to my colleagues 
that this bill is not race based. This 
bill is based on the Federal policies to-
ward indigenous peoples. Those who 
characterize this bill as race based fail 
to understand the Federal policies to-
ward indigenous peoples. Those who 
characterize this bill as race based fail 
to understand the legal and political 
relationship the United States had 
with the indigenous peoples and their 
governments preexisting the United 
States. 

Finally, those who characterize this 
bill as race based are saying that Na-
tive Hawaiians are not native enough. I 
find this offensive. And I ask that my 
colleagues join me in my efforts to 
bring parity to Native Hawaiians by 
enacting my bill. 

This effort will continue from day-to- 
day here. We will continue to bring for-
ward the history of Hawaii and the rea-
sons why we are trying to enact this 
bill, not only for the benefit of the in-
digenous people of Hawaii but for the 
benefit of the United States as well. 

Mr. President, I suggest the absence 
of a quorum. 

The PRESIDING OFFICER. The 
clerk will call the roll. 

The assistant legislative clerk pro-
ceeded to call the roll. 

Mr. VOINOVICH. Mr. President, I ask 
unanimous consent that the order for 
the quorum call be rescinded. 

The PRESIDING OFFICER (Mr. 
THUNE). Without objection, it is so or-
dered. 

f 

MORNING BUSINESS 

Mr. VOINOVICH. Mr. President, I ask 
unanimous consent that there now be a 
period of morning business with Sen-
ators permitted to speak for up to 10 
minutes each. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

f 

VOTE EXPLANATION 

Mr. DURBIN. Mr. President, yester-
day, the Senate voted on two motions 
to invoke cloture to proceed to legisla-
tion regarding medical malpractice. 
Due to a mechanical problem with the 
plane on my flight from Chicago, I was 
necessarily absent for this debate and 
the first vote. Had I been present for 
that vote, I would have voted against 
the motion to invoke cloture, and I did 
vote against the second motion. 

Since 2003, the last time Congress 
considered this issue, 34 States have 
passed malpractice legislation. Four 
additional States have pending legisla-
tion in this year. 

AMA counts 21 States as ‘‘crisis’’ 
States. Of those 21 States, 16 States 
passed legislation in the past 2 years, 
and two are currently considering bills. 

Instead of considering ways to cap 
pain and suffering damages for injured 
patients, Congress should be working 
on other health care priorities. 

Neither S. 22 nor S. 23 do anything to 
address medical errors, the underlying 
reason for medical malpractice law-
suits. 

According to the Institute of Medi-
cine, medical errors have caused more 
American deaths per year than breast 
cancer, AIDS and car accidents com-
bined. It is equivalent to a jumbo jet 
liner crashing every 24 hours for 1 year. 

When I sat on the Government Af-
fairs Committee, Dr. Carolyn Clancy, 
Director of the Agency for Healthcare 
Research and Quality, testified about 
patient safety. 
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She called medical errors ‘‘a national 

problem of epidemic proportions.’’ She 
went on to say that Congress and HHS 
need to make sure that health care 
professionals work in systems that are 
designed to prevent mistakes and catch 
problems before they cause harm. 

These bills will do nothing to reach 
that goal. 

The most far-reaching study of the 
extent and cost of medical errors in our 
hospitals was published in the Journal 
of the American Medical Association, 
the authors of the study analyzed 7.45 
million records from 994 hospitals in 28 
States, a sample representative of 
about 20 percent of U.S. hospitals. 

They concluded that medical injuries 
in hospitals ‘‘pose a significant threat 
to patients and incur substantial costs 
to society’’ and ‘‘are a serious epidemic 
confronting our health care system.’’ 

The study found that injuries in U.S. 
hospitals in 2000, just 1 year, led to ap-
proximately 32,600 deaths, at least 2.4 
million extra days of patient hos-
pitalization and additional costs of up 
to $9.3 billion. These injuries did not 
include adverse drug reactions or mal-
functioning medical devices. 

What do these bills do about these 
medical errors? Nothing. 

Instead, these bills place an arbi-
trary, one-size-fits-all cap on non-
economic damages, forfeiting the right 
of a jury to decide the appropriate 
level of compensation for an injured 
person. 

The answer to this problem is not to 
have Congress deciding what injured 
patients should receive. America has 
judges and juries who make those deci-
sions. One hundred Senators do not 
have all the facts and should not place 
a blanket cap on all cases. 

Proponents of this bill are saying it 
is a ‘‘new’’ medical malpractice pro-
posal because a patient could receive 
up to $750,000 in pain and suffering as 
opposed to the $250,000 cap we consid-
ered in 2003. 

However, the cap is still $250,000 for a 
doctor, a hospital or other provider. If 
a patient is injured at three hospitals 
or by three doctors, he or she could re-
ceive a total $750,000, but the cap is 
still $250,000 per provider. 

Ten years ago, Donna Harnett ar-
rived at a hospital in Chicago, IL, in 
labor with her first child. She waited 
nearly 5 hours before being admitted. 
Following an initial examination, her 
doctor decided that her labor was not 
progressing quickly enough and pre-
scribed a drug to help induce more con-
tractions. 

Later, when Donna’s labor still was 
not progressing, her doctor broke her 
water and found that it was abnormal. 
Rather than consider a C-section, Don-
na’s doctor decided to continue admin-
istering the drug, in hopes that the 
labor would progress. 

Six hours later, Donna still hadn’t 
delivered, but her son’s fetal moni-
toring system began alarming, indi-
cating that the baby was in serious res-
piratory distress. The doctor finally de-

cided that it was time to perform an 
emergency C-section, but it was an-
other hour before Donna was taken 
into the operating room. 

During that time, the doctor failed to 
administer oxygen or an IV to help the 
baby breathe. After Martin was born, 
he remained in the intensive care unit 
for 3 weeks. Examinations have since 
revealed that Martin has substantial 
brain damage and cerebral palsy—a di-
rect result of the doctor’s failure to re-
spond to indications of serious oxygen 
deprivation and deliver in a timely 
manner. 

Donna’s doctor told her never to have 
more children because there was a seri-
ous problem with her DNA, which 
could result in similar mental and 
physical disabilities in any of her fu-
ture children. 

Donna has since given birth to three 
perfectly healthy sons. Donna sued the 
doctor responsible for Martin’s deliv-
ery and received a settlement, but this 
doctor is still licensed and practicing 
medicine in Illinois—despite several 
other cases that have been filed against 
him. 

Donna is thankful that she has 
money from a malpractice settlement 
to help cover the costs associated with 
Martin’s care that are not covered by 
health insurance—such as the used, 
wheelchair-accessible van that she pur-
chased for $50,000, and the $100,000 for 
renovating the new home she pur-
chased to make it accessible for Mar-
tin. 

If the law we are debating today had 
been in place when Donna filed her 
malpractice suit against the doctor 
who delivered Martin, she doubts that 
she would have been able to keep him 
out of an institution, because as some-
one who sustained permanent injuries 
as a newborn, Martin would not have 
been eligible for an economic damage 
award. 

The problem with malpractice pre-
miums is a cyclical insurance problem. 
We had a crisis during the 1970s and 
again in the 1980s. Dozens of States 
have passed tort reform. Yet we find 
ourselves faced with the same prob-
lems. That is because we haven’t 
looked closely at insurance companies. 

Property casualty insurers had a 
record year in 2005. 

The property casualty insurance in-
dustry made $43 billion in profit last 
year. 

The difference between the cost of 
the policies offered to doctors and hos-
pitals, and the payouts from lawsuits is 
enormous. Payouts have remained 
steady while premiums have sky-
rocketed. 

Wonder where that money is going? 
Jeffry Immelt, the CEO of GE, made 

$19.23 million last year. 
Martin Sullivan, CEO of American 

International Group, made $11 million. 
Stephen Lilienthal, CEO of CNA Fi-

nancial Corporation, made $3.2 million. 
A. Derrill Crowe, CEO of 

ProAssurance, made $1.5 million. 
This bill completely ignores the role 

of insurers in this problem. 

Between 1993 and 2003, the annual 
premiums Americans paid for their 
health insurance increased by 79 per-
cent and employer contributions to 
their employee insurance increased by 
90 percent. 

We need to be looking at the under-
lying reasons for rising health costs, 
and these bills do nothing to achieve 
that goal. 

In fact, a new CBO report, published 
last Friday concluded that ‘‘the esti-
mated effect of implementing a pack-
age of previously proposed tort limits 
is near zero.’’ 

In other words, capping pain and suf-
fering for patients will not bring down 
health insurance costs. 

Proponents of limiting pain and suf-
fering claim frivolous lawsuits are at 
the root of the problem, but these bills 
do nothing to cut down on the number 
of lawsuits. They only punish those 
who have legitimate cases. 

The people whose cases make it to 
jury verdicts have surmounted many 
hurdles. Cases without merit are 
thrown out before they ever reach the 
jury. Why would we want to limit pain 
and suffering for those whose cases 
make it through the system? 

Medical malpractice is a complicated 
and multifaceted problem that requires 
a variety of solutions. 

First, we must improve patient safe-
ty. Medicare is starting to embrace 
something called Pay for Performance 
that will go a long way toward improv-
ing quality. 

The idea of Pay for Performance is to 
pay doctors based on whether they ful-
fill certain quality standards and use 
the best treatment methods, rather 
than simply reimbursing for all serv-
ices performed. 

Under a Medicare pilot program, doc-
tors can qualify for bonuses if they pro-
vide services like vaccines and cancer 
screening, and eliminate unnecessary 
procedures. 

Here is an example of how it can im-
prove quality. 

Hackensack University Medical Cen-
ter in New Jersey signed up for the pro-
gram. It agreed to report its perform-
ance on a variety of measures. 

Right away, the hospitals noticed 
some problem areas. Under clinical 
guidelines, a patient who has had or-
thopedic surgery should be taken off IV 
antibiotics after 24 hours. Longer use 
of the drugs don’t prevent infection, 
they cost money, and they can lead to 
greater antibiotic resistance. 

Hackensack hospital found that 25 
percent of their surgery patients were 
being kept on IV antibiotics longer 
than 24 hours. Within one week of the 
launch of the Pay for Performance pro-
gram, 94 percent of patients were taken 
off the drugs on time. 

Second, we must improve oversight. 
We have something called the National 
Practitioner Data Bank, which was set 
up to allow licensing boards and em-
ployers to check on doctors’ records be-
fore they are hired so problem doctors 
could not move from state to state. 
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This data bank is not working. Ac-

cording to the federal Department of 
Health and Human Services, nearly 54 
percent of all hospitals have never re-
ported a disciplinary action to the data 
bank. 

Federal law requires that hospitals 
and medical boards be penalized if they 
don’t report to the data bank. But no 
fine or penalty has ever been levied. 

Further, hospitals sometimes agree 
not to report doctors they are forcing 
from their staffs to smooth their depar-
ture. Also, physicians’ names are re-
moved from malpractice settlements to 
keep them out of the data bank. 

The failings of the data bank create 
problems like the one faced by 
Gwyneth Vives. Three hours after giv-
ing birth to a healthy boy in 2001, 
Vives, a scientist at Los Alamos Na-
tional Laboratory in New Mexico, suf-
fered a complication and bled to death. 

The OB/GYN who tended to Ms. Vives 
had a troubled history. She had pre-
viously been forced to leave a job at 
Duke University Medical Center in 
North Carolina when questions arose 
about her surgical skills and her com-
plication rate. 

According to the New Mexico Med-
ical Board, she lied to get her New 
Mexico license, saying she had never 
lost hospital privileges. 

After Ms. Vives died, the OB/GYN 
went to Michigan and got a license. 

We must improve the national practi-
tioner database system so the few doc-
tors who are causing medical injuries 
cannot simply move to another State. 

Contrary to popular belief about friv-
olous lawsuits, 95 percent of people who 
are injured by a doctor do not sue. 

Studies have shown that the most 
significant reason people sue is because 
they feel their doctor or hospital did 
not acknowledge the problem, or apolo-
gize. In other words, they are angry. 

Based on this data, a program called 
‘‘Sorry Works’’ has been launched. 
Under the program, doctors and hos-
pital staff conduct analyses after every 
patient injury, and if a medical error 
caused the problem, the doctors and 
hospital staff apologize, provide solu-
tions to fix the problem, and offer up-
front compensation to the patient, 
family, and their attorney. 

This approach helps alleviate anger 
and actually reduces the chances of 
litigation and costly defense litigation 
bills. The program has worked success-
fully at hospitals such as the Univer-
sity of Michigan Hospital system, 
Stanford Medical Center, Children’s 
Hospitals and Clinics of Minnesota, and 
the VA Hospital in Lexington, Ken-
tucky. 

I am proud to say that Illinois is the 
first State to enact a Sorry Works 
pilot program statewide. 

My colleague from Illinois, BARACK 
OBAMA, has introduced a bill in the 
U.S. Senate to facilitate federal fund-
ing for apology programs. 

The insurance industry has a blanket 
exemption from Federal antitrust laws. 
Using their exemption, insurers can 

collude to set rates, resulting in higher 
premiums than true competition would 
achieve—and because of this exemp-
tion, enforcement officials cannot in-
vestigate any such collusion. 

There was an article in the Wash-
ington Post last Friday about Hank 
Greenberg, the former chairman of one 
of the largest malpractice insurers in 
the country, American Continental 
Group. 

Mr. Greenberg has been sued by New 
York Attorney General Eliot Spitzer 
for fraudulent transactions aimed at 
manipulating the insurer’s financial 
statements and deceiving regulators 
and investors. 

If Congress is serious about control-
ling rising medical malpractice pre-
miums, we must revoke this blanket 
exemption created in the McCarran- 
Ferguson act. 

I am a cosponsor of a bill introduced 
by Senator LEAHY called the Medical 
Malpractice Insurance Antitrust Act. 
Our bill modifies the McCarran-Fer-
guson Act for the most pernicious anti-
trust offenses: price fixing, bid rigging, 
and market allocations. 

Who could object to a prohibition on 
insurance carriers’ fixing prices or di-
viding territories for anticompetitive 
purposes. After all, the rest of our Na-
tion’s industries manage either to 
abide by these laws or pay the con-
sequences. 

We need to stop insurers from 
gouging doctors and hospitals and this 
bill is a step in the right direction. 

f 

LOCAL LAW ENFORCEMENT 
ENHANCEMENT ACT OF 2005 

Mr. SMITH. Mr. President, I rise 
today to speak about the need for hate 
crimes legislation. Each Congress, Sen-
ator KENNEDY and I introduce hate 
crimes legislation that would add new 
categories to current hate crimes law, 
sending a signal that violence of any 
kind is unacceptable in our society. 
Likewise, each Congress I have come to 
the floor to highlight a separate hate 
crime that has occurred in our coun-
try. 

On March 7, 2006, in New York, NY, 
Victor Lopez and David Andrade were 
sentenced separately to 8 years in pris-
on for their involvement in a series of 
beatings that targeted gay men. Lopez 
and Andrade would pick up gay men, 
then beat and rob them. According to 
police, these attacks were motivated 
by the victims sexual orientation. 

I believe that the Government’s first 
duty is to defend its citizens, to defend 
them against the harms that come out 
of hate. The Local Law Enforcement 
Enhancement Act is a symbol that can 
become substance. I believe that by 
passing this legislation and changing 
current law, we can change hearts and 
minds as well. 

f 

HONORING OUR ARMED FORCES 
STAFF SERGEANT JOSEPH E. PROCTOR 

Mr. BAYH. Mr. President, I rise 
today with a heavy heart and deep 

sense of gratitude to honor the life of a 
brave man from Indianapolis. Joseph E. 
Proctor, 38 years old, was killed on 
May 2 in a suicide bombing near his ob-
servation post in Iraq. Leaving his life 
and family behind him, Joseph risked 
everything to fight for the values 
Americans hold close to our hearts, in 
a land halfway around the world. 

After September 11, many Ameri-
cans, including Joseph, felt a deep call-
ing to help their country in its time of 
need. In the wake of the attacks, de-
spite his family’s concerns over his 
safety, Joseph signed up for the Indi-
ana National Guard, where he had 
served 20 years ago as a young man. 
After his Guard service in the mid- 
1980s, he went into the Army on active 
duty and served in Desert Storm. Jo-
seph re-enlisted in the Guard in 2002, 
and began work as a refueler in Iraq. 
His brother Eddie told a local news 
outlet that Joseph had seen his mili-
tary service as a way to help out fellow 
soldiers. He recounted Joseph’s self-
lessness, saying that one of the reasons 
Joseph went to Iraq was to give other 
soldiers a break to come home and see 
their families. At the time of his death, 
he was supposed to return home in just 
2 weeks. 

Joseph was killed while serving his 
country in Operation Iraqi Freedom. 
He was assigned to the 638th Aviation 
Support Battalion in Noblesville. This 
brave soldier leaves behind his wife, 
Beth, and three children, Joe, 20, Cas-
sandra, 17, and Adam, 11, years old. 

Today, I join Joseph’s family and 
friends in mourning his death. While 
we struggle to bear our sorrow over 
this loss, we can also take pride in the 
example he set, bravely fighting to 
make the world a safer place. It is his 
courage and strength of character that 
people will remember when they think 
of Joseph, a memory that will burn 
brightly during these continuing days 
of conflict and grief. 

Joseph was known for his dedication 
to his family and his love of country. 
Today and always, Joseph will be re-
membered by family members, friends 
and fellow Hoosiers as a true American 
hero and we honor the sacrifice he 
made while dutifully serving his coun-
try. 

As I search for words to do justice in 
honoring Joseph’s sacrifice, I am re-
minded of President Lincoln’s remarks 
as he addressed the families of the fall-
en soldiers in Gettysburg: ‘‘We cannot 
dedicate, we cannot consecrate, we 
cannot hallow this ground. The brave 
men, living and dead, who struggled 
here, have consecrated it, far above our 
poor power to add or detract. The 
world will little note nor long remem-
ber what we say here, but it can never 
forget what they did here.’’ This state-
ment is just as true today as it was 
nearly 150 years ago, as I am certain 
that the impact of Joseph’s actions 
will live on far longer that any record 
of these words. 

It is my sad duty to enter the name 
of Joseph Proctor in the official record 
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of the U.S. Senate for his service to 
this country and for his profound com-
mitment to freedom, democracy and 
peace. When I think about this just 
cause in which we are engaged, and the 
unfortunate pain that comes with the 
loss of our heroes, I hope that families 
like Joseph’s can find comfort in the 
words of the prophet Isaiah who said, 
‘‘He will swallow up death in victory; 
and the Lord God will wipe away tears 
from off all faces.’’ 

May God grant strength and peace to 
those who mourn, and may God be with 
all of you, as I know He is with Joseph. 

HONORING CORPORAL ERIC LUEKEN 
Mr. President, I rise today with a 

heavy heart and deep sense of gratitude 
to honor the life of a brave young Ma-
rine from Southern Indiana. Eric 
Lueken, 23 years old, died on April 22 
in combat operations in the Anbar 
province of Iraq. With his entire life 
before him, Eric risked everything to 
fight for the values Americans hold 
close to our hearts, in a land halfway 
around the world. 

A 2001 graduate of Northeast Dubois 
High School, Eric joined the Marine 
Corps in October 2003 to challenge him-
self and see the world. He previously 
served in Afghanistan for 8 months, be-
fore heading out to Iraq in March. He 
was a decorated war hero, who was 
awarded with a Purple Heart, two Com-
bat Action Ribbons, a National Defense 
Service Medal, a Sea Service Deploy-
ment Ribbon, Iraq and Afghanistan 
Service Medals and the Global War on 
Terror Service Medal. A Marine who 
took his work seriously, Eric had 
planned to marry his girlfriend Ericka 
Merkel upon his return from Iraq. She 
told a local paper, ‘‘He always put 
other people before him.’’ I stand here 
today to express my gratitude for 
Eric’s sacrifice and that of his family 
and loved ones. 

Eric was killed while serving his 
country in Operation Iraqi Freedom. 
He was assigned to the 3rd Battalion, 
3rd Marine Regiment, 3rd Marine Divi-
sion, III Marine Expeditionary Force 
based at Kaneohe Bay, Hawaii. This 
brave young soldier leaves behind his 
parents Glenn ‘‘Jake’’ and Melinda 
Lueken, and his brother Brent. 

Today, I join Eric’s family and 
friends in mourning his death. While 
we struggle to bear our sorrow over 
this loss, we can also take pride in the 
example he set, bravely fighting to 
make the world a safer place. It is his 
courage and strength of character that 
people will remember when they think 
of Eric, a memory that will burn 
brightly during these continuing days 
of conflict and grief. 

Eric was known for his dedication to 
his family and his love of country. 
Today and always, Eric will be remem-
bered by family members, friends and 
fellow Hoosiers as a true American 
hero and we honor the sacrifice he 
made while dutifully serving his coun-
try. 

As I search for words to do justice in 
honoring Eric’s sacrifice, I am re-

minded of President Lincoln’s remarks 
as he addressed the families of the fall-
en soldiers in Gettysburg: ‘‘We cannot 
dedicate, we cannot consecrate, we 
cannot hallow this ground. The brave 
men, living and dead, who struggled 
here, have consecrated it, far above our 
poor power to add or detract. The 
world will little note nor long remem-
ber what we say here, but it can never 
forget what they did here.’’ This state-
ment is just as true today as it was 
nearly 150 years ago, as I am certain 
that the impact of Eric’s actions will 
live on far longer that any record of 
these words. 

It is my sad duty to enter the name 
of Eric Lueken in the official record of 
the U.S. Senate for his service to this 
country and for his profound commit-
ment to freedom, democracy and peace. 
When I think about this just cause in 
which we are engaged, and the unfortu-
nate pain that comes with the loss of 
our heroes, I hope that families like 
Eric’s can find comfort in the words of 
the prophet Isaiah who said, ‘‘He will 
swallow up death in victory; and the 
Lord God will wipe away tears from off 
all faces.’’ 

May God grant strength and peace to 
those who mourn, and may God be with 
all of you, as I know He is with Eric. 
HONORING STAFF SERGEANT ERIC A. MC INTOSH 
Mr. President, I rise today with a 

heavy heart and deep sense of gratitude 
to honor the life of a brave young man 
from Indianapolis. Eric McIntosh, 29 
years old, was one of three Marines 
killed on April 2 during combat oper-
ations in the Anbar province of Iraq. 
With his entire life before him, Eric 
risked everything to fight for the val-
ues Americans hold close to our hearts, 
in a land halfway around the world. 

A former Roncalli High School stu-
dent, Eric had been in the Marines for 
10 years and was on his second tour in 
Iraq when he was killed. Although he 
graduated high school unsure of what 
he wanted to do with his life, he found 
purpose during his time as a Marine. 
After completing his second tour, he 
hoped to become a recruiter for the 
military. Despite having battled asth-
ma as a child, Eric was an avid athlete 
and an enthusiastic surfer. His brother 
Richard, who served in the Army dur-
ing the Gulf War, recalled his pride in 
Eric and Eric’s passion for his job. ‘‘He 
loved the Marines. He loved his job,’’ 
said Richard. ‘‘He was a way better sol-
dier than I was.’’ 

Eric was killed while serving his 
country in Operation Iraqi Freedom. 
He was a member of the 3rd Battalion, 
8th Marine Regiment, 2nd Marine Divi-
sion, II Marine Expeditionary Force. 
This brave young soldier leaves behind 
his mother Betty, his brother Richard, 
his sister Lisa Schoenly; and his wife 
Cynthia. 

Today, I join Eric’s family and 
friends in mourning his death. While 
we struggle to bear our sorrow over 
this loss, we can also take pride in the 
example he set, bravely fighting to 
make the world a safer place. It is his 

courage and strength of character that 
people will remember when they think 
of Eric, a memory that will burn 
brightly during these continuing days 
of conflict and grief. 

Eric was known for his dedication to 
his family and his love of country. 
Today and always, Eric will be remem-
bered by family members, friends and 
fellow Hoosiers as a true American 
hero and we honor the sacrifice he 
made while dutifully serving his coun-
try. 

As I search for words to do justice in 
honoring Eric’s sacrifice, I am re-
minded of President Lincoln’s remarks 
as he addressed the families of the fall-
en soldiers in Gettysburg: ‘‘We cannot 
dedicate, we cannot consecrate, we 
cannot hallow this ground. The brave 
men, living and dead, who struggled 
here, have consecrated it, far above our 
poor power to add or detract. The 
world will little note nor long remem-
ber what we say here, but it can never 
forget what they did here.’’ This state-
ment is just as true today as it was 
nearly 150 years ago, as I am certain 
that the impact of Eric’s actions will 
live on far longer that any record of 
these words. 

It is my sad duty to enter the name 
of Eric McIntosh in the official record 
of the U.S. Senate for his service to 
this country and for his profound com-
mitment to freedom, democracy and 
peace. When I think about this just 
cause in which we are engaged, and the 
unfortunate pain that comes with the 
loss of our heroes, I hope that families 
like Eric’s can find comfort in the 
words of the prophet Isaiah who said, 
‘‘He will swallow up death in victory; 
and the Lord God will wipe away tears 
from off all faces.’’ 

May God grant strength and peace to 
those who mourn, and may God be with 
all of you, as I know He is with Eric. 

f 

COSPONSORSHIP OF S. 722 

Mr. BURNS. Mr. President, I rise 
today to express my support for legis-
lation introduced in the Senate which 
has a significant impact on more than 
800 small businesses in Montana and 
hundreds of thousands more around the 
country. S. 722 would reduce the tax 
burden on every barrel of beer, which 
currently stands at $18. Prior to 1991, 
this tax was only half of the cost 
today. 

This tax was originally enacted as a 
means to pay for the U.S. Civil War. 
The lesson is that there is no such 
thing as a short-term tax. The tax on 
beer, which accounts for 44 percent of a 
bottle of beer and a whopping 80 per-
cent cost of a six-pack, has been stead-
ily increasing since 1991. 

The taxation of beer falls unfairly on 
Montanans who can least afford to pay 
it. A report by Citizens for Tax Justice 
indicates that people whose family’s 
income is in the top 20 percent pay five 
times less in excise beer tax than those 
whose family is in the bottom 20 per-
cent. 
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The Tax Code was intended to raise 

revenue for the Federal Government. It 
should not be used to influence behav-
ior or personal choice. This excessive 
tax on beer is not efficient at raising 
revenue, and the cost of each dollar im-
posed is much greater in terms of jobs 
lost and economic drag. 

There are, of course, concerns about 
the social costs of alcohol consump-
tion. I am very sensitive to those con-
cerns and am encouraged by the reduc-
tions in drunk driving and alcohol 
abuse. But the fact is, this tax punishes 
all beer consumers instead of the mi-
nority who act dangerously. In any 
case, these problems must be addressed 
directly through specific legislation 
rather than indirectly through the Tax 
Code, which is already complicated 
enough. 

Mr. President, because this tax has 
grown so much since 1991 and because 
it not only affects beer wholesalers and 
resellers but hard-working Montanans 
who enjoy these products responsibly, I 
am pleased to cosponsor this legisla-
tion in the Senate. 

f 

PASSING THE MINIMUM WAGE 
Mr. BIDEN. Mr. President, every day 

we see more evidence that this econ-
omy is not working for millions of 
Americans. One troubling trend is the 
growing divide between rich and poor 
the widening gap in income inequality 
and the distribution of wealth in our 
country. 

Over the past 24 years, the most for-
tunate Americans, in the top 1 percent, 
saw their incomes more than double 
from an average of $306,000 to over 
$700,000. During that same period, the 
incomes of average Americans grew 
just 15 percent. 

But the poorest fifth of our citizens 
saw their already inadequate incomes 
grow just $600—over 24 years. 

As a result, the top 1 percent of 
Americans now get over 12 percent of 
all the income, up over 50 percent 24 
years ago. And the share of the average 
family actually dropped. The share 
going to the bottom fifth dropped even 
more. 

We are moving apart, not coming to-
gether, as a nation. Last year, the 
Chair of the Federal Reserve called 
growing concentration of income in the 
hands of a tiny minority ‘‘a really seri-
ous problem.’’ 

There are many things we need to do 
to get our economy working for work-
ing families. One place to start is at 
the bottom among those Americans 
who work at full-time jobs and remain 
below the poverty line. We should not 
permit that to happen. If we honor 
work, we have to reward it. We should 
not stand for any American to work a 
full-time job and come home too poor 
to meet the basic needs. 

The minimum wage has not increased 
since 1996—and all of that increase has 
been wiped out by the cost of living. 
The minimum wage today, at $5.15 an 
hour, is even worth less in today’s dol-
lars than the $4.25 rate it replaced. 

Today, the minimum wage is worth 
only a third of the average hourly wage 
of American workers, the lowest level 
in more than half a century. The bot-
tom rung of the ladder of opportunity 
is broken. It is time to fix it. 

That is why I am a cosponsor of S. 
1062, which will raise the minimum 
wage in three stages, over the next 3 
years, to $7.25 an hour. 

That means a pay raise for over 7 
million workers and lifting the floor 
under everybody’s wages. 

It has been 10 years since we last 
raised the minimum wage. Over the 
past few years, we have passed tax cuts 
that last year alone gave over $100,000 
to the wealthiest among us. The gap 
between rich and poor is now as big as 
it was during the Great Depression. 

Raising the minimum wage is only 
the first step in restoring balance and 
fairness to our economy. But it is past 
time for us to take that step. We must 
not wait any longer. 

f 

BE KIND TO ANIMALS WEEK 

Mr. ALLARD. Mr. President, I am 
pleased to announce that this week, 
May 7 to 13, 2006, has been designated 
by the American Humane Association 
as the 92nd Be Kind to Animals Week. 
The American Humane Association, 
which is headquartered in Englewood, 
CO, was founded in 1877 and is the old-
est national organization dedicated to 
the mission of preventing cruelty to 
animals, as well as to children. 
Through this work, American Humane 
has helped America shed light on the 
nature and origins of cruelty and 
through this annual observance re-
minds us that the practice of kindness 
can both heal hurt and yield construc-
tive reform. 

When, in 1915, American Humane 
launched the Nation’s first national 
week for animals, its purpose was sim-
ple: ‘‘to direct the attention of the pub-
lic to the importance of giving proper 
care and attention to animals.’’ This 
message resonated powerfully with 
Americans and quickly evolved into a 
national public education campaign 
with a broader mission: promoting the 
teaching of humane education in our 
schools; promoting the good works of 
animal shelters; and helping Americans 
understand the unique bond between 
humans and animals. 

Be Kind to Animals Week is the old-
est event of its kind. Each year it re-
minds us how animals enrich our lives 
through their companionship, friend-
ship and love. Over the last 91 years, a 
central theme of this annual event has 
been the importance of teaching the 
principles of kindness and compassion 
to children. Humane groups spend 
much of their time reacting to mis-
treatment of animals as it occurs. 
American Humane believes that, if we 
share our humane values with our chil-
dren, these problems can be prevented 
and our society made safer and kinder. 

American Humane’s Be Kind to Ani-
mals Week is as much a lifelong atti-

tude as it is a weeklong event. It is 
about animal shelters, veterinarians, 
humane educators, animal control pro-
fessionals, and the faith community 
promoting discussion and reflection 
about kindness to animals, to individ-
uals, within families and perhaps most 
important, within communities. But 
Be Kind to Animals Week isn’t just 
about animals. It is also about children 
and those who care for and about them. 

As a veterinarian, I have seen first-
hand how important animals are to 
people. When a family adopts a pet, it 
becomes one of them. Usually, when 
people bring an animal to a veteri-
narian, it is because there is something 
wrong with the animal. It was always 
obvious to me the love that people had 
for their animals. The illness of a pet 
can cause great sorrow, but the healing 
of a pet brings great joy. Many studies 
have shown the increased happiness 
and healing powers of spending time 
with a pet. 

During Be Kind to Animals Week, we 
should all keep in mind a simple but 
powerful message. The week should 
serve as a reminder that as humans, we 
need to be ever more compassionate 
about the animals in our world, wheth-
er they are companion pets, service 
animals such as seeing-eye dogs, zoo 
critters, livestock, or nature’s wildlife. 
It is a reminder that the bond between 
humans and animals is a vital one and 
is capable of bringing joy and healing 
to people of all ages. It is also a re-
minder to be more kind and compas-
sionate to our fellow man. We co-exist 
in this world—human to human and 
human to animal—and those bonds 
must be maintained, they must be kept 
strong. 

f 

ADDITIONAL STATEMENTS 

HONORING SIGNATURE SCHOOL 

∑ Mr. BAYH. Mr. President, I rise 
today to pay tribute to Evanville’s Sig-
nature School, which was recently 
ranked by Newsweek Magazine as one 
of the top one hundred high schools in 
the Nation. This ranking is a remark-
able honor to the school, and it dem-
onstrates the hard work and dedication 
to educational excellence of the stu-
dents and teachers at Signature. 

I am honored to have the opportunity 
to commend the achievements of Sig-
nature’s students and the commitment 
of Signature’s families and teachers, 
which made this prestigious recogni-
tion possible. Now more than ever, edu-
cation is the key to greater personal 
opportunity. Here in Washington, I 
have fought to ensure that education is 
available and accessible to all our Na-
tion’s students. However, the real, he-
roic work is done on the ground, in our 
schools. The Signature School is a per-
fect example of what can happen when 
teachers and students unite around the 
goal of achieving academic excellence. 

Signature was the first charter 
school in Indiana, created to offer a 
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challenging curriculum and nurturing 
educational environment to its stu-
dents. Signature was a half-day pro-
gram offering accelerated courses for a 
decade, before the passage of Indiana’s 
charter school law, allowing Signature 
to become a full-day, independent char-
ter school in 2002. Since then, Signa-
ture has been able to focus full-time on 
offering Evansville students the oppor-
tunity to compete at a national level. 
As Newsweek’s rankings demonstrate, 
the school has certainly succeeded in 
accomplishing its mission. 

I wish to take a moment to pay spe-
cial tribute to Signature’s teachers and 
principal, Vicki Schneider. With their 
focus on quality education and dedica-
tion to their students, every teacher 
and staff person at Signature has 
helped ensure that their graduates 
have the necessary tools to excel in to-
day’s increasingly competitive world. 
This summer, as Signature’s graduates 
take the next step in their lives, they 
do so well-prepared to assume the man-
tle of leadership for their generation. I 
look forward to following their future 
successes, and I hope they will remem-
ber their extraordinary education and 
someday return the favor and give 
back to the youth of our country so 
that they can enjoy similar opportuni-
ties.∑ 

f 

IN RECOGNITION OF DELTA TAU 
DELTA’S BETA PHI CHAPTER 

∑ Mr. CARPER. Mr. President. I rise 
today to recognize the Beta Phi Chap-
ter of Delta Tau Delta for their rein-
statement to the Ohio State Univer-
sity’s fraternity system and for the 
chapter’s commitment to living lives 
of excellence that can serve as an ex-
ample for us all. 

Founded at Bethany College in 1858, 
Delta Tau Delta began as a response by 
the eight founding members to sus-
picions that the student-run 
Neotrophian Literary Society had been 
compromised and that the results of a 
student oratory contest had been ma-
nipulated. This injustice was not to be 
tolerated by the young founding mem-
bers, as they were devoted to the idea 
of truth in all matters. Their response 
was to found the fraternal society of 
Delta Tau Delta, which continues to 
thrive on college campuses across 
America. 

This devotion to the truth is only one 
of the hallmarks of Delta Tau Delta. 
The ideals of courage, faith and power 
complete the quartet of founding prin-
ciples. These guiding lights have illu-
minated the lives of many extraor-
dinary young men who have under-
taken the commitment that is required 
to become an active member of this 
outstanding organization. 

Those men have gone on to serve in 
positions of trust and great responsi-
bility today as CEOs of companies like 
GM and General Mills, as Governor of 
New Mexico, as U.S. Representatives, 
and as U.S. Senators of South Dakota 
and Delaware. 

The Beta Phi chapter at the Ohio 
State University was founded on No-
vember 19, 1894. More than 2,000 young 
men have forged their college memo-
ries there through their participation 
in this chapter. Located less than 200 
yards from campus, the Delta Tau 
Delta house stood for much of the past 
century as a testament to character, 
honesty, and integrity. The reinstate-
ment of the Beta Phi chapter rep-
resents a return to those values. 

These bonds of brotherhood do not 
dissolve at graduation. They continue 
through time because the brothers of 
Delta Tau Delta commit themselves to 
a cause that is larger than a single in-
dividual or graduating class. 

With chapters on more than 200 col-
lege campuses across America and ap-
proximately 6,000 active members and 
more than 145,000 alumni, Delta Tau 
Delta has had an immeasurable impact 
on the communities in which its mem-
bers—past and present—live and serve. 
Volunteer service is vital to the im-
provement of any community. It is one 
of the primary requirements for be-
coming an active member of Delta Tau 
Delta. By partnering with the Adopt-A- 
School volunteer service organization, 
the men of the Beta Phi Chapter have 
lent their time and energy at every 
turn to mentor and tutor thousands of 
schoolchildren less fortunate than 
they. 

The Delta Tau Delta experience also 
allows young men to gain experience 
that the average college student does 
not receive by providing members with 
opportunities for responsibility and 
leadership that are not easily found in 
the many traditional college settings. 
Whether mentoring school children or 
organizing a community blood drive, 
the men of Delta Tau Delta accept re-
sponsibility for more than themselves. 
They learn to give back to their com-
munities and strive for excellence at 
every opportunity. 

With this proud tradition in mind, 
the men of Delta Tau Delta’s Beta Phi 
chapter are to be commended and ap-
plauded for their reinstatement to the 
Ohio State University community and 
for this chapter’s return to the prin-
ciples on which it was founded more 
than a century ago.∑ 

f 

IN RECOGNITION OF RETHA 
FISHER’S RETIREMENT 

∑ Mr. CARPER. Mr. President. I rise to 
today in recognition of Retha Fisher 
upon her retirement. Retha has served 
as Westminster Presbyterian Church’s 
director of social services for 29 years, 
and her leadership over that span of 
time has won her the respect and grati-
tude of our entire State. She has been, 
and remains, a trusted friend to many 
members of our congregation and of 
the community that we serve. 

Retha was born in Fayetteville, NC, 
on April 18, 1936. She was the only child 
of Clara and Lester McLerin. Her early 
childhood ambition was to become a 
nurse, but she decided against it be-

cause she disliked the sight of blood. 
After many years of piano and voice 
lessons, she began her college career in 
Washington, DC, at Howard University 
where she majored in music. She later 
decided to follow her childhood desire 
to help her fellow man and changed her 
major to psychology and sociology 
with a minor in English. It was during 
this time that she made the decision to 
become a social worker. 

After graduation and while looking 
for employment, Retha applied to what 
was then known as the State Depart-
ment of Welfare, Child Welfare Divi-
sion in Dover. During the interview 
process, she was asked if she would like 
to take advantage of a stipend to at-
tend graduate school. While living in 
Wilmington, she attended the Univer-
sity of Pennsylvania’s School of Social 
Work and was placed in a position in 
Dover. Her placement was with Child 
Welfare Services, and she soon discov-
ered that working with children was 
her true calling. Twelve years later, 
Retha accepted a position with the Wil-
mington Housing Authority as their 
coordinator of social services. 

Throughout these many years doing 
her fine work, Retha maintained and 
nourished some other ‘‘loves of her 
life.’’ She met and married Arland Ro-
land Fisher, whom everyone called Ro-
land. Together they had one daughter, 
Whitney Gayle Fisher, who now prac-
tices personal injury and criminal law 
in Newark, NJ. After her daughter’s 
birth, Retha left her position to with 
the Wilmington Housing Authority to 
devote her time as a full-time wife and 
mother. 

In 1977, though, Retha was asked by 
Westminster Presbyterian Church if 
she would be interested in interviewing 
for a job there. It was with this won-
derful opportunity that Retha found 
her true calling. She became the 
church’s director of social services, and 
the people of Westminster and of Dela-
ware have been truly blessed by this 
decision for almost three decades. 

Retha’s service has extended far be-
yond the church walls and well into the 
community. In 1993, she founded the 
Food Bank of Delaware, a nonprofit 
agency that helps feed hungry people 
throughout our State. The Food Bank 
of Delaware is the only facility in Dela-
ware with the equipment, warehouse, 
and staff to collect donations for all 
sectors of the food industry and to 
safely and efficiently redistribute it to 
the people who need it most. Through 
235 member agencies, the Food Bank of 
Delaware distributes over 10 million 
pounds of food annually. 

In addition to the Food Bank of Dela-
ware, Retha has also helped countless 
low-income individuals with financial 
assistance. She founded F.A.I.T.H. Cen-
ter, which provides financial assistance 
to the poor. In 1992, she also chaired 
the Conectiv—now Delmarva Power— 
Consumer Council, which continues to 
meet with representatives of the util-
ity and the State of Delaware to bring 
financial support to those who cannot 
afford to pay their utility bills. 
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In 1989, Retha met with 10 West-

minster couples to explore the possi-
bility of how they might help homeless 
families get off the street and into ade-
quate housing. To that end, Retha 
founded the Samaritans. From case 
management to furniture to men-
toring, the Samaritans stand ready to 
provide support for the year or so that 
a homeless family needs to become sta-
bilized. 

At Christmastime, Retha embodies 
the true spirit of the holidays. Each 
year, Retha organizes and oversees 
Westminster’s yearly program to dis-
tribute Christmas food and gift baskets 
to nearly 200 clients of the social serv-
ices agencies of greater Wilmington. 

Retha has not only brought financial 
assistance through her work in these 
various programs, but she has served as 
a spiritual leader as well. She has been 
an ear to the lonely and a person to 
pray with through the hard times. She 
has given each of these people who 
have come to her dignity and hope. 

Through Retha’s tireless efforts, she 
has made a profound difference in the 
lives of thousands of Delawareans. 
Upon her retirement, she leaves behind 
a legacy of commitment to public serv-
ice for future generations to follow. I 
thank her for the friendship that many 
of us are privileged to share with Retha 
and for the inspiration that she pro-
vides through a lifetime of caring. On 
behalf of all Delawareans, I congratu-
late her on a truly remarkable and dis-
tinguished career and extend to her my 
very best wishes for every success in 
the future. I wish her and her family 
only the very best in all that lies 
ahead.∑ 

f 

MESSAGES FROM THE PRESIDENT 

Messages from the President of the 
United States were communicated to 
the Senate by Ms. Evans, one of his 
secretaries. 

f 

EXECUTIVE MESSAGES REFERRED 

As in executive session the Presiding 
Officer laid before the Senate messages 
from the President of the United 
States submitting sundry nominations 
which were referred to the appropriate 
committees. 

(The nominations received today are 
printed at the end of the Senate pro-
ceedings.) 

f 

REPORTS OF COMMITTEES 

The following reports of committees 
were submitted: 

By Mr. STEVENS, from the Committee on 
Commerce, Science, and Transportation, 
with an amendment in the nature of a sub-
stitute: 

S. 2389. A bill to amend the Communica-
tions Act of 1934 to prohibit the unlawful ac-
quisition and use of confidential customer 
proprietary network information, and for 
other purposes (Rept. No. 109–253). 

By Mr. WARNER, from the Committee on 
Armed Services, without amendment: 

S. 2766. An original bill to authorize appro-
priations for fiscal year 2007 for military ac-
tivities of the Department of Defense, for 
military construction, and for defense activi-
ties of the Department of Energy, to pre-
scribe personnel strengths for such fiscal 
year for the Armed Forces, and for other 
purposes (Rept. No. 109–254). 

S. 2767. An original bill to authorize appro-
priations for fiscal year 2007 for military ac-
tivities of the Department of Defense, to pre-
scribe personnel strengths for such fiscal 
year for the Armed Forces, and for other 
purposes. 

S. 2768. An original bill to authorize appro-
priations for fiscal year 2007 for military 
construction, and for other purposes. 

S. 2769. An original bill to authorize appro-
priations for fiscal year 2007 for defense ac-
tivities of the Department of Energy, and for 
other purposes. 

f 

INTRODUCTION OF BILLS AND 
JOINT RESOLUTIONS 

The following bills and joint resolu-
tions were introduced, read the first 
and second times by unanimous con-
sent, and referred as indicated: 

By Mr. DODD (for himself and Mr. 
SMITH): 

S. 2765. A bill to provide assistance to im-
prove the health of newborns, children, and 
mothers in developing countries, and for 
other purposes; to the Committee on Foreign 
Relations. 

By Mr. WARNER: 
S. 2766. An original bill to authorize appro-

priations for fiscal year 2007 for military ac-
tivities of the Department of Defense, for 
military construction, and for defense activi-
ties of the Department of Energy, to pre-
scribe personnel strengths for such fiscal 
year for the Armed Forces, and for other 
purposes; from the Committee on Armed 
Services; placed on the calendar. 

By Mr. WARNER: 
S. 2767. An original bill to authorize appro-

priations for fiscal year 2007 for military ac-
tivities of the Department of Defense, to pre-
scribe personnel strengths for such fiscal 
year for the Armed Forces, and for other 
purposes; from the Committee on Armed 
Services; placed on the calendar. 

By Mr. WARNER: 
S. 2768. An original bill to authorize appro-

priations for fiscal year 2007 for military 
construction, and for other purposes; from 
the Committee on Armed Services; placed on 
the calendar. 

By Mr. WARNER: 
S. 2769. An original bill to authorize appro-

priations for fiscal year 2007 for defense ac-
tivities of the Department of Energy, and for 
other purposes; from the Committee on 
Armed Services; placed on the calendar. 

By Mr. McCAIN (for himself, Mr. 
BIDEN, Mr. LIEBERMAN, and Mr. 
LEAHY): 

S. 2770. A bill to impose sanctions on cer-
tain officials of Uzbekistan responsible for 
the Andijan massacre; to the Committee on 
Foreign Relations. 

By Mr. VITTER: 
S. 2771. A bill to increase the types of Fed-

eral housing assistance available to individ-
uals and households in response to a major 
disaster, and for other purposes; to the Com-
mittee on Homeland Security and Govern-
mental Affairs. 

By Mr. VOINOVICH (for himself, Mr. 
BINGAMAN, Mr. DEWINE, and Mr. 
AKAKA): 

S. 2772. A bill to provide for innovation in 
health care through State initiatives that 
expand coverage and access and improve 

quality and efficiency in the health care sys-
tem; to the Committee on Health, Edu-
cation, Labor, and Pensions. 

By Mrs. BOXER: 
S. 2773. A bill to require the Federal Gov-

ernment to purchase fuel efficient auto-
mobiles, and for other purposes; to the Com-
mittee on Homeland Security and Govern-
mental Affairs. 

f 

SUBMISSION OF CONCURRENT AND 
SENATE RESOLUTIONS 

The following concurrent resolutions 
and Senate resolutions were read, and 
referred (or acted upon), as indicated: 

By Mr. COLEMAN (for himself, Ms. 
LANDRIEU, and Mr. CRAIG): 

S. Res. 471. A resolution recognizing that, 
during National Foster Care Month, the 
leaders of the Federal, State, and local gov-
ernments should provide leadership to im-
prove the care given to children in foster 
care programs; considered and agreed to. 

f 

ADDITIONAL COSPONSORS 

S. 185 
At the request of Mr. NELSON of Flor-

ida, the name of the Senator from Ohio 
(Mr. DEWINE) was added as a cosponsor 
of S. 185, a bill to amend title 10, 
United States Code, to repeal the re-
quirement for the reduction of certain 
Survivor Benefit Plan annuities by the 
amount of dependency and indemnity 
compensation and to modify the effec-
tive date for paid-up coverage under 
the Survivor Benefit Plan. 

S. 401 
At the request of Mr. HARKIN, the 

names of the Senator from Hawaii (Mr. 
INOUYE) and the Senator from South 
Dakota (Mr. JOHNSON) were added as 
cosponsors of S. 401, a bill to amend 
title XIX of the Social Security Act to 
provide individuals with disabilities 
and older Americans with equal access 
to community-based attendant services 
and supports, and for other purposes. 

S. 713 
At the request of Mr. ROBERTS, the 

name of the Senator from Idaho (Mr. 
CRAIG) was added as a cosponsor of S. 
713, a bill to amend the Internal Rev-
enue Code of 1986 to provide for colle-
giate housing and infrastructure 
grants. 

S. 722 
At the request of Mr. SANTORUM, the 

name of the Senator from Montana 
(Mr. BURNS) was added as a cosponsor 
of S. 722, a bill to amend the Internal 
Revenue Code of 1986 to reduce the tax 
on beer to its pre-1991 level. 

S. 1278 
At the request of Mr. LEAHY, the 

name of the Senator from Hawaii (Mr. 
AKAKA) was added as a cosponsor of S. 
1278, a bill to amend the Immigration 
and Nationality Act to provide a mech-
anism for United States citizens and 
lawful permanent residents to sponsor 
their permanent partners for residence 
in the United States, and for other pur-
poses. 

S. 1537 
At the request of Mr. AKAKA, the 

names of the Senator from Illinois (Mr. 
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OBAMA) and the Senator from Wash-
ington (Mrs. MURRAY) were added as 
cosponsors of S. 1537, a bill to amend 
title 38, United States Code, to provide 
for the establishment of Parkinson’s 
Disease Research Education and Clin-
ical Centers in the Veterans Health Ad-
ministration of the Department of Vet-
erans Affairs and Multiple Sclerosis 
Centers of Excellence. 

S. 1698 
At the request of Mr. KERRY, the 

name of the Senator from Washington 
(Mrs. MURRAY) was added as a cospon-
sor of S. 1698, a bill to accelerate ef-
forts to develop vaccines for diseases 
primarily affecting developing coun-
tries and for other purposes. 

S. 1774 
At the request of Mr. CORNYN, the 

name of the Senator from New York 
(Mr. SCHUMER) was added as a cospon-
sor of S. 1774, a bill to amend the Pub-
lic Health Service Act to provide for 
the expansion, intensification, and co-
ordination of the activities of the Na-
tional Heart, Lung, and Blood Institute 
with respect to research on pulmonary 
hypertension. 

S. 1934 
At the request of Mr. SPECTER, the 

name of the Senator from Maryland 
(Ms. MIKULSKI) was added as a cospon-
sor of S. 1934, a bill to reauthorize the 
grant program of the Department of 
Justice for reentry of offenders into 
the community, to establish a task 
force on Federal programs and activi-
ties relating to the reentry of offenders 
into the community, and for other pur-
poses. 

S. 2039 
At the request of Mr. DURBIN, the 

name of the Senator from New York 
(Mrs. CLINTON) was added as a cospon-
sor of S. 2039, a bill to provide for loan 
repayment for prosecutors and public 
defenders. 

S. 2306 
At the request of Mr. LEVIN, the 

name of the Senator from Illinois (Mr. 
DURBIN) was added as a cosponsor of S. 
2306, a bill to amend the National 
Organ Transplant Act to clarify that 
kidney paired donation and kidney list 
donation do not involve the transfer of 
a human organ for valuable consider-
ation. 

S. 2321 
At the request of Mr. SANTORUM, the 

names of the Senator from North Da-
kota (Mr. DORGAN), the Senator from 
North Carolina (Mrs. DOLE) and the 
Senator from Wyoming (Mr. THOMAS) 
were added as cosponsors of S. 2321, a 
bill to require the Secretary of the 
Treasury to mint coins in commemora-
tion of Louis Braille. 

S. 2452 
At the request of Mr. BAYH, the name 

of the Senator from Nebraska (Mr. 
HAGEL) was added as a cosponsor of S. 
2452, a bill to prohibit picketing at the 
funerals of members and former mem-
bers of the armed forces. 

S. 2491 
At the request of Mr. CORNYN, the 

name of the Senator from Idaho (Mr. 

CRAIG) was added as a cosponsor of S. 
2491, a bill to award a Congressional 
gold medal to Byron Nelson in recogni-
tion of his significant contributions to 
the game of golf as a player, a teacher, 
and a commentator. 

S. 2510 

At the request of Mr. DURBIN, the 
name of the Senator from Michigan 
(Ms. STABENOW) was added as a cospon-
sor of S. 2510, a bill to establish a na-
tional health program administered by 
the Office of Personnel Management to 
offer health benefits plans to individ-
uals who are not Federal employees, 
and for other purposes. 

S. 2554 

At the request of Mr. ENSIGN, the 
name of the Senator from South Caro-
lina (Mr. GRAHAM) was added as a co-
sponsor of S. 2554, a bill to amend the 
Internal Revenue Code of 1986 to ex-
pand the permissible use of health sav-
ings accounts to include premiums for 
non-group high deductible health plan 
coverage. 

S. 2562 

At the request of Mr. CRAIG, the 
name of the Senator from Maine (Ms. 
SNOWE) was added as a cosponsor of S. 
2562, a bill to increase, effective as of 
December 1, 2006, the rates of com-
pensation for veterans with service- 
connected disabilities and the rates of 
dependency and indemnity compensa-
tion for the survivors of certain dis-
abled veterans. 

S. 2644 

At the request of Mrs. FEINSTEIN, the 
name of the Senator from Delaware 
(Mr. BIDEN) was added as a cosponsor of 
S. 2644, a bill to harmonize rate setting 
standards for copyright licenses under 
sections 112 and 114 of title 17, United 
States Code, and for other purposes. 

S. 2652 

At the request of Mrs. FEINSTEIN, the 
name of the Senator from Colorado 
(Mr. ALLARD) was added as a cosponsor 
of S. 2652, a bill to amend chapter 27 of 
title 18, United States code, to prohibit 
the unauthorized construction, financ-
ing, or, with reckless disregard, per-
mitting the construction or use on 
one’s land, of a tunnel or subterranean 
passageway between the United States 
and another country. 

S. 2658 

At the request of Mr. BOND, the name 
of the Senator from Ohio (Mr. DEWINE) 
was added as a cosponsor of S. 2658, a 
bill to amend title 10, United States 
Code, to enhance the national defense 
through empowerment of the Chief of 
the National Guard Bureau and the en-
hancement of the functions of the Na-
tional Guard Bureau, and for other pur-
poses. 

At the request of Mr. LEAHY, the 
names of the Senator from Nevada (Mr. 
REID) and the Senator from Louisiana 
(Ms. LANDRIEU) were added as cospon-
sors of S. 2658, supra. 

S. 2674 

At the request of Mr. AKAKA, the 
name of the Senator from North Da-

kota (Mr. DORGAN) was added as a co-
sponsor of S. 2674, a bill to amend the 
Native American Languages Act to 
provide for the support of Native Amer-
ican language survival schools, and for 
other purposes. 

S. 2692 
At the request of Mr. LEVIN, the 

name of the Senator from Michigan 
(Ms. STABENOW) was added as a cospon-
sor of S. 2692, a bill to suspend tempo-
rarily the duty on certain microphones 
used in automotive interiors. 

S. 2694 
At the request of Mr. CRAIG, the 

name of the Senator from Texas (Mrs. 
HUTCHISON) was added as a cosponsor of 
S. 2694, a bill to amend title 38, United 
States Code, to remove certain limita-
tions on attorney representation of 
claimants for veterans benefits in ad-
ministrative proceedings before the De-
partment of Veterans Affairs, and for 
other purposes. 

S. 2697 
At the request of Mr. LUGAR, the 

name of the Senator from Missouri 
(Mr. BOND) was added as a cosponsor of 
S. 2697, a bill to establish the position 
of the United States Ambassador for 
ASEAN. 

S. 2703 
At the request of Mr. LEAHY, the 

names of the Senator from Wisconsin 
(Mr. FEINGOLD), the Senator from Indi-
ana (Mr. BAYH) and the Senator from 
Connecticut (Mr. LIEBERMAN) were 
added as cosponsors of S. 2703, a bill to 
amend the Voting Rights Act of 1965. 

S. 2704 
At the request of Mr. DEWINE, the 

name of the Senator from New York 
(Mrs. CLINTON) was added as a cospon-
sor of S. 2704, a bill to revise and ex-
tend the National Police Athletic 
League Youth Enrichment Act of 2000. 

S. 2723 
At the request of Mr. LAUTENBERG, 

the name of the Senator from Colorado 
(Mr. SALAZAR) was added as a cospon-
sor of S. 2723, a bill to amend title 
XVIII of the Social Security Act to re-
quire the sponsor of a prescription drug 
plan or an organization offering an 
MA-PD plan to promptly pay claims 
submitted under part D, and for other 
purposes. 

S. 2725 
At the request of Mrs. CLINTON, the 

names of the Senator from Indiana 
(Mr. BAYH) and the Senator from Mas-
sachusetts (Mr. KERRY) were added as 
cosponsors of S. 2725, a bill to amend 
the Fair Labor Standards Act of 1938 to 
provide for an increase in the Federal 
Minimum wage and to ensure that in-
creases in the Federal minimum wage 
keep pace with any pay adjustments 
for Members of Congress. 

S. 2754 
At the request of Mr. SANTORUM, the 

name of the Senator from Oklahoma 
(Mr. INHOFE) was added as a cosponsor 
of S. 2754, a bill to derive human 
pluripotent stem cell lines using tech-
niques that do not knowingly harm 
embryos. 
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S. 2759 

At the request of Mr. SMITH, the 
name of the Senator from Ohio (Mr. 
DEWINE) was added as a cosponsor of S. 
2759, a bill to provide for additional 
outreach and education related to the 
Medicare program and to amend title 
XVIII of the Social Security Act to 
provide a special enrollment period for 
individuals who qualify for an income- 
related subsidy under the Medicare pre-
scription drug program. 

S. RES. 320 

At the request of Mr. ENSIGN, the 
names of the Senator from New York 
(Mrs. CLINTON) and the Senator from 
New York (Mr. SCHUMER) were added as 
cosponsors of S. Res. 320, a resolution 
calling the President to ensure that 
the foreign policy of the United States 
reflects appropriate understanding and 
sensitivity concerning issues related to 
human rights, ethnic cleansing, and 
genocide documented in the United 
States record relating to the Armenian 
Genocide. 

S. RES. 436 

At the request of Mr. MCCAIN, the 
name of the Senator from Oregon (Mr. 
SMITH) was added as a cosponsor of S. 
Res. 436, a resolution urging the Fed-
eration Internationale de Football As-
sociation to prevent persons or groups 
representing the Islamic Republic of 
Iran from participating in sanctioned 
soccer matches. 

S. RES. 469 

At the request of Mr. LIEBERMAN, the 
name of the Senator from Connecticut 
(Mr. DODD) was added as a cosponsor of 
S. Res. 469, a resolution condemning 
the April 25, 2006, beating and intimida-
tion of Cuban dissident Martha Beatriz 
Roque. 

f 

STATEMENTS ON INTRODUCED 
BILLS AND JOINT RESOLUTIONS 

Mr. DODD (for himself and Mr. 
SMITH): 

S. 2765. A bill to provide assistance to 
improve the health of newborns, chil-
dren, and mothers in developing coun-
tries, and for other purposes; to the 
Committee on Foreign Relations. 

Mr. President, I rise today to intro-
duce, on behalf of myself and my 
friend, Senator GORDON SMITH of Or-
egon, the Child Health Investment for 
Long-term Development (CHILD and 
Newborn) Act of 2006. This legislation 
would perform four simple, yet criti-
cally important functions. 

First, it would require the Adminis-
tration to develop and implement a 
strategy to improve the health of, and 
reduce mortality rates among, 
newborns, children, and mothers in de-
veloping countries. 

Second, it would mandate the estab-
lishment of a U.S. Government task 
force to assess, monitor, and evaluate 
the progress of U.S. efforts to meet the 
United Nations Millennium Develop-
ment Goals by 2015—specifically as 
those goals relate to reducing mor-
tality rates for mothers and for chil-

dren less than 5 years of age in devel-
oping countries. 

Third, it would authorize the Presi-
dent to furnish assistance for programs 
whose goal is to improve the health of 
newborns, children, and mothers in de-
veloping countries. 

And fourth, this legislation would au-
thorize appropriations to carry out its 
provisions—$660 million for fiscal year 
2007, and $1.2 billion for each of fiscal 
years 2008–2011. 

I know that some of my colleagues 
will look at this bill and ask why the 
U.S. should devote such large amounts 
of resources to combating child and 
maternal mortality in the developing 
world. Certainly, nobody would deny 
that it’s an important cause, but 
should it really be this much of a pri-
ority? 

I would argue that the answer to this 
is yes. Why? Because with U.S. leader-
ship, the current reality for mothers 
and their young children in the devel-
oping world can be changed dramati-
cally. 

What is that reality? 
Almost 11 million children under the 

age of 5 die every year in the devel-
oping world—that’s approximately 
30,000 each day. About four million of 
those children die in their first four 
weeks of life. In many cases, they 
aren’t even provided with a fighting 
chance. Indeed, for children under the 
age of five in the developing world, pre-
ventable or treatable diseases such as 
measles, tetanus, diarrhea, pneumonia, 
and malaria are the most common 
causes of death. 

Each year, more than 525,000 women 
die from causes related to pregnancy 
and childbirth—more than 1,400 each 
day. Ninety-nine percent of these 
deaths occur in the developing world. 
And the lifetime risk of an African 
woman dying from a pregnancy or 
childbirth-related complication is I in 
16, a high level of risk that is all the 
more striking when compared to the 
same risk for women in more developed 
regions—1 in 2,800. Some of the most 
common risk factors for maternal 
death in developing countries include 
early pregnancy and childbirth, closely 
spaced births, infectious diseases, mal-
nutrition, and complications during 
childbirth. 

Mr. President, the deaths of these 
nearly 12 million mothers and children 
are from largely preventable causes. 
This is a tragic situation, and it 
shouldn’t be the case. 

Luckily, we can combat these high 
levels of mortality—and it won’t re-
quire lots of sophisticated technology. 
Instead, it will require simple meas-
ures that we take for granted here in 
the developed world. 

For instance, it is estimated that 
two-thirds of deaths among children 
under 5 years of age—that’s 7.1 million 
children, including 3 million 
newborns—could be prevented by low- 
cost, low-tech health and nutritional 
interventions. These interventions in-
clude encouraging breastfeeding; pro-

viding vitamin supplements, immuni-
zations, and antibiotics; offering oral 
rehydration therapy with clean water; 
and expansion of basic clinical care. 

For expecting mothers, simple steps 
such as birth spacing, access to preven-
tive care, skilled birth attendants, and 
emergency obstetric care can help re-
duce maternal morality rates. And 
keeping mothers healthy is critical be-
cause the welfare of newborns and in-
fants is inextricably tied to the health 
of the mother. 

Mr. President, the U.S. isn’t new at 
this battle. Over the past 30 years, our 
work in promoting child survival and 
maternal health globally has resulted 
in millions of lives being saved. 

And in 2000, the U.S. joined 188 other 
countries in supporting eight Millen-
nium Development Goals laid out by 
the United Nations. Two of these goals 
are related to child and maternal 
health—one calls for a reduction by 
two-thirds in the mortality rate of 
children under 5, and the other calls for 
a reduction in maternal deaths by 
three-quarters. Both of these goals are 
targeted to be met by 2015. 

But with current structures and at 
current funding levels, the world is un-
likely to meet these laudable goals. 
Certainly, the U.S. can’t meet these 
global needs alone. Addressing this 
critical issue can’t be a unilateral ef-
fort—countries around the world must 
also do their part and come forward 
with much-needed funding. 

But passing the CHILD and Newborn 
Act of 2006 would send a strong mes-
sage to the international community 
that this is a priority issue, and it 
would encourage them to step up to the 
plate. Millions of lives could be saved 
in the process. 

On September 14, 2005, President 
Bush stated that the U.S. is ‘‘com-
mitted to the Millennium Development 
Goals.’’ I commend the President for 
his words. But now, it is time for Con-
gress to stand up and make sure that 
the U.S. fulfills this commitment to 
protect millions of innocent women 
and their children around the globe. I 
urge my colleagues to support this bill. 

I ask unanimous consent that the 
text of the bill be printed in the 
RECORD. 

There being no objection, the text of 
the bill was ordered to be printed in 
the RECORD, as follows: 

S. 2765 
Be it enacted by the Senate and House of Rep-

resentatives of the United States of America in 
Congress assembled, 
SECTION 1. SHORT TITLE. 

This Act may be cited as the ‘‘Child Health 
Investment for Long-term Development 
(CHILD and Newborn) Act of 2006’’. 
SEC. 2. FINDINGS AND PURPOSES. 

(a) FINDINGS.—Congress finds the fol-
lowing: 

(1) Around the world, approximately 10.8 
million children under the age of five die 
each year, more than 30,000 per day, almost 
all in the developing world. 

(2) Each year in the developing world, four 
million newborns die in their first four 
weeks of life. 
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(3) Sub-Saharan Africa, with only 10 per-

cent of the world’s population, accounts for 
43 percent of all deaths among children 
under the age of five. 

(4) Countries such as Afghanistan, Angola 
and Niger experience extreme levels of child 
mortality, with 25 percent of children dying 
before their fifth birthday. 

(5) For children under the age of five in the 
developing world, preventable or treatable 
diseases, such as measles, tetanus, diarrhea, 
pneumonia, and malaria, are the most com-
mon causes of death. 

(6) Throughout the developing world, the 
lack of basic health services, clean water, 
adequate sanitation, and proper nutrition 
contribute significantly to child mortality. 

(7) Hunger and malnutrition contribute to 
over five million child deaths annually. 

(8) The lack of low-cost antibiotics and 
anti-malarial drugs contribute to three mil-
lion child deaths each year. 

(9) Lack of access to health services results 
in 30 million children under the age of one 
year going without necessary immuniza-
tions. 

(10) Every year an estimated 250,000 to 
500,000 vitamin A-deficient children become 
blind, with one-half of such children dying 
within 12 months of losing their sight. 

(11) Iron deficiency, affecting over 30 per-
cent of the world’s population, causes pre-
mature birth, low birth weight, and infec-
tions, elevating the risk of death in children. 

(12) Two-thirds of deaths of children under 
five years of age, or 7.1 million children, in-
cluding three million newborn deaths, could 
be prevented by low-cost, low-tech health 
and nutritional interventions. 

(13) Exclusive breastfeeding—giving only 
breast milk for the first six months of life— 
could prevent an estimated 1.3 million new-
born and infant deaths each year, primarily 
by protecting against diarrhea and pneu-
monia. 

(14) An additional two million lives could 
be saved annually by providing oral-rehydra-
tion therapy prepared with clean water. 

(15) During the 1990s, successful immuniza-
tion programs reduced polio by 99 percent, 
tetanus deaths by 50 percent, and measles 
cases by 40 percent. 

(16) Between 1998 and 2000, distribution of 
low-cost vitamin A supplements saved an es-
timated one million lives. 

(17) Expansion of clinical care of newborns 
and mothers, such as clean delivery by 
skilled attendants, emergency obstetric 
care, and neonatal resuscitation, can avert 
50 percent of newborn deaths. 

(18) Keeping mothers healthy is essential 
for child survival because illness, complica-
tions, or maternal death during or following 
pregnancy increases the risk for death in 
newborns and infants. 

(19) Each year more than 525,000 women die 
from causes related to pregnancy and child-
birth, with 99 percent of these deaths occur-
ring in developing countries. 

(20) The lifetime risk of an African woman 
dying from a complication related to preg-
nancy or childbirth is 1 in 16, while the same 
risk for a woman in a developed country is 1 
in 2,800. 

(21) Risk factors for maternal death in de-
veloping countries include early pregnancy 
and childbirth, closely spaced births, infec-
tious diseases, malnutrition, and complica-
tions during childbirth. 

(22) Birth spacing, access to preventive 
care, skilled birth attendants, and emer-
gency obstetric care can help reduce mater-
nal mortality. 

(23) The role of the United States in pro-
moting child survival and maternal health 
over the past three decades has resulted in 
millions of lives being saved around the 
world. 

(24) In 2000, the United States joined 188 
other countries in supporting eight Millen-
nium Development Goals designed to achieve 
‘‘a more peaceful, prosperous and just 
world’’. 

(25) Two of the Millennium Development 
Goals call for a reduction in the mortality 
rate of children under the age of five by two- 
thirds and a reduction in maternal deaths by 
three-quarters by 2015. 

(26) On September 14, 2005, President 
George W. Bush stated before the leaders of 
the world: ‘‘To spread a vision of hope, the 
United States is determined to help nations 
that are struggling with poverty. We are 
committed to the Millennium Development 
Goals.’’. 

(b) PURPOSES.—The purposes of this Act 
are to— 

(1) authorize assistance to improve the 
health of newborns, children, and mothers in 
developing countries, including by strength-
ening the capacity of health systems and 
health workers; 

(2) develop and implement a strategy to 
improve the health of newborns, children, 
and mothers, including reducing child and 
maternal mortality, in developing countries; 

(3) to establish a task force to assess, mon-
itor, and evaluate the progress and contribu-
tions of relevant departments and agencies 
of the Government of the United States in 
achieving the United Nations Millennium 
Development Goals by 2015 for reducing the 
mortality of children under the age of five by 
two-thirds and reducing maternal mortality 
by three-quarters in developing countries. 
SEC. 3. ASSISTANCE TO IMPROVE THE HEALTH 

OF NEWBORNS, CHILDREN, AND 
MOTHERS IN DEVELOPING COUN-
TRIES. 

(a) IN GENERAL.—Chapter 1 of part I of the 
Foreign Assistance Act of 1961 (22 U.S.C. 2151 
et seq.) is amended— 

(1) in section 104(c)— 
(A) by striking paragraphs (2) and (3); and 
(B) by redesignating paragraph (4) as para-

graph (2); 
(2) by redesignating sections 104A, 104B, 

and 104C as sections 104B, 104C, and 104D, re-
spectively; and 

(3) by inserting after section 104 the fol-
lowing new section: 
‘‘SEC. 104A. ASSISTANCE TO IMPROVE THE 

HEALTH OF NEWBORNS, CHILDREN, 
AND MOTHERS. 

‘‘(a) AUTHORIZATION.—Consistent with sec-
tion 104(c), the President is authorized to 
furnish assistance, on such terms and condi-
tions as the President may determine, to im-
prove the health of newborns, children, and 
mothers in developing countries. 

‘‘(b) ACTIVITIES SUPPORTED.—Assistance 
provided under subsection (b) shall, to the 
maximum extent practicable, be used to 
carry out the following activities: 

‘‘(1) Activities to strengthen the capacity 
of health systems in developing countries, 
including training for clinicians, nurses, 
technicians, sanitation and public health 
workers, community-based health workers, 
midwives and birth attendants, peer edu-
cators, and private sector enterprises. 

‘‘(2) Activities to provide health care ac-
cess to underserved and marginalized popu-
lations. 

‘‘(3) Activities to ensure the supply, 
logistical support, and distribution of essen-
tial drugs, vaccines, commodities, and equip-
ment to regional, district, and local levels. 

‘‘(4) Activities to educate underserved and 
marginalized populations to seek health care 
when appropriate, including clinical and 
community-based activities. 

‘‘(5) Activities to integrate and coordinate 
assistance provided under this section with 
existing health programs for— 

‘‘(A) the prevention of the transmission of 
HIV from mother-to-child and other HIV/ 

AIDS counseling, care, and treatment activi-
ties; 

‘‘(B) malaria; 
‘‘(C) tuberculosis; and 
‘‘(D) child spacing. 
‘‘(6) Activities to expand access to safe 

water and sanitation. 
‘‘(7) Activities to expand the use of and 

technical support for appropriate technology 
to reduce acute respiratory infection from 
firewood smoke inhalation. 

‘‘(c) GUIDELINES.—To the maximum extent 
practicable, programs, projects, and activi-
ties carried out using assistance provided 
under this section shall be— 

‘‘(1) carried out through private and vol-
untary organizations, as well as faith-based 
organizations, giving priority to organiza-
tions that demonstrate effectiveness and 
commitment to improving the health of 
newborns, children, and mothers; 

‘‘(2) carried out with input by host coun-
tries, including civil society and local com-
munities, as well as other donors and multi-
lateral organizations; 

‘‘(3) carried out with input by beneficiaries 
and other directly affected populations, espe-
cially women and marginalized commu-
nities; and 

‘‘(4) designed to build the capacity of host 
country governments and civil society orga-
nizations. 

‘‘(d) ANNUAL REPORT.—Not later than Jan-
uary 31 of each year, the President shall 
transmit to Congress a report on the imple-
mentation of this section for the prior fiscal 
year. 

‘‘(e) DEFINITIONS.—In this section: 
‘‘(1) AIDS.—The term ‘AIDS’ has the mean-

ing given the term in section 104B(g)(1) of 
this Act. 

‘‘(2) HIV.—The term ‘HIV’ has the meaning 
given the term in section 104B(g)(2) of this 
Act. 

‘‘(3) HIV/AIDS.—The term ‘HIV/AIDS’ has 
the meaning given the term in section 
104B(g)(3) of this Act.’’. 

(b) CONFORMING AMENDMENTS.—The For-
eign Assistance Act of 1961 (22 U.S.C. 2151 et 
seq.) is amended— 

(1) in section 104(c)(2) (as redesignated by 
subsection (a)(1)(B) of this section), by strik-
ing ‘‘and 104C’’ and inserting ‘‘104C, and 
104D’’; 

(2) in section 104B (as redesignated by sub-
section (a)(2) of this section)— 

(A) in subsection (c)(1), by inserting ‘‘and 
section 104A’’ after ‘‘section 104(c)’’; 

(B) in subsection (e)(2), by striking ‘‘sec-
tion 104B, and section 104C’’ and inserting 
‘‘section 104C, and section 104D’’; and 

(C) in subsection (f), by striking ‘‘section 
104(c), this section, section 104B, and section 
104C’’ and inserting ‘‘section 104(c), section 
104A, this section, section 104C, and section 
104D’’; 

(3) in subsection (c) of section 104C (as re-
designated by subsection (a)(2) of this sec-
tion), by inserting ‘‘and section 104A’’ after 
‘‘section 104(c)’’; 

(4) in subsection (c) of section 104D (as re-
designated by subsection (a)(2) of this sec-
tion), by inserting ‘‘and section 104A’’ after 
‘‘section 104(c)’’; and 

(5) in the first sentence of section 119(c), by 
striking ‘‘section 104(c)(2), relating to Child 
Survival Fund’’ and inserting ‘‘section 
104A’’. 
SEC. 4. DEVELOPMENT OF STRATEGY TO IM-

PROVE THE HEALTH OF NEWBORNS, 
CHILDREN, AND MOTHERS IN DE-
VELOPING COUNTRIES. 

(a) DEVELOPMENT OF STRATEGY.—The 
President shall develop a comprehensive 
strategy to improve the health of newborns, 
children, and mothers, including reducing 
newborn, child, and maternal mortality, in 
developing countries. 
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(b) COMPONENTS.—The strategy developed 

pursuant to subsection (a) shall include the 
following: 

(1) Programmatic areas and interventions 
providing maximum health benefits to popu-
lations at risk as well as maximum reduc-
tion in mortality, including— 

(A) costs and benefits of programs and 
interventions; and 

(B) investments needed in identified pro-
grams and interventions to achieve the 
greatest results. 

(2) An identification of countries with pri-
ority needs for the five-year period begin-
ning on the date of the enactment of this Act 
based on— 

(A) the neonatal mortality rate; 
(B) the mortality rate of children under 

the age of five; 
(C) the maternal mortality rate; 
(D) the percentage of women and children 

with limited or no access to basic health 
care; and 

(E) additional criteria for evaluation such 
as— 

(i) the percentage of one-year old children 
who are fully immunized; 

(ii) the percentage of children under the 
age of five who sleep under insecticide-treat-
ed bed nets; 

(iii) the percentage of children under the 
age of five with fever treated with anti-ma-
larial drugs; 

(iv) the percentage of children under the 
age of five who are covered by vitamin A 
supplementation; 

(v) the percentage of children under the 
age of five with diarrhea who are receiving 
oral-rehydration therapy and continued feed-
ing; 

(vi) the percentage of children under the 
age of five with pneumonia who are receiving 
appropriate care; 

(vii) the percentage of the population with 
access to improved sanitation facilities; 

(viii) the percentage of the population with 
access to safe drinking water; 

(ix) the percentage of children under the 
age of five who are underweight for their 
age; 

(x) the percentage of births attended by 
skilled health care personnel; 

(xi) the percentage of women with access 
to emergency obstetric care; 

(xii) the potential for implementing new-
born, child, and maternal health interven-
tions at scale; and 

(xiii) the demonstrated commitment of 
countries to newborn, child, and maternal 
health. 

(3) A description of how United States as-
sistance complements and leverages efforts 
by other donors, as well as builds capacity 
and self-sufficiency among recipient coun-
tries. 

(4) An expansion of the Child Survival and 
Health Grants Program of the United States 
Agency for International Development to 
provide additional support programs and 
interventions determined to be efficacious 
and cost-effective in improving health and 
reducing mortality. 

(5) Enhanced coordination among relevant 
departments and agencies of the Government 
of the United States engaged in activities to 
improve the health of newborns, children, 
and mothers in developing countries. 

(c) REPORT.—Not later than 180 days after 
the date of the enactment of this Act, the 
President shall transmit to Congress a re-
port that contains the strategy described in 
this section. 
SEC. 5. INTERAGENCY TASK FORCE ON CHILD 

SURVIVAL AND MATERNAL HEALTH 
IN DEVELOPING COUNTRIES. 

(a) ESTABLISHMENT.—There is established a 
task force to be known as the Interagency 
Task Force on Child Survival and Maternal 

Health in Developing Countries (in this sec-
tion referred to as the ‘‘Task Force’’). 

(b) DUTIES.— 
(1) IN GENERAL.—The Task Force shall as-

sess, monitor, and evaluate the progress and 
contributions of relevant departments and 
agencies of the Government of the United 
States in achieving the Millennium Develop-
ment Goals by 2015 for reducing the mor-
tality of children under the age of five by 
two-thirds and reducing maternal mortality 
by three-quarters in developing countries, 
including by— 

(A) identifying and evaluating programs 
and interventions that directly or indirectly 
contribute to the reduction of child and ma-
ternal mortality rates; 

(B) assessing effectiveness of programs, 
interventions, and strategies toward achiev-
ing the maximum reduction of child and ma-
ternal mortality rates; 

(C) assessing the level of coordination 
among relevant departments and agencies of 
the Government of the United States, the 
international community, international or-
ganizations, faith-based organizations, aca-
demic institutions, and the private sector; 

(D) assessing the contributions made by 
United States-funded programs toward 
achieving the Millennium Development 
Goals; 

(E) identifying the bilateral efforts of 
other nations and multilateral efforts to-
ward achieving the Millennium Development 
Goals; and 

(F) preparing the annual report required by 
subsection (f). 

(2) CONSULTATION.—To the maximum ex-
tent practicable, the Task Force shall con-
sult with individuals with expertise in the 
matters to be considered by the Task Force 
who are not officers or employees of the Gov-
ernment of the United States, including rep-
resentatives of United States-based non-
governmental organizations (including faith- 
based organizations and private founda-
tions), academic institutions, private cor-
porations, the United Nations Children’s 
Fund (UNICEF), and the World Bank. 

(c) MEMBERSHIP.— 
(1) NUMBER AND APPOINTMENT.—The Task 

Force shall be composed of the following 
members: 

(A) The Administrator of the United States 
Agency for International Development. 

(B) The Assistant Secretary of State for 
Population, Refugees and Migration. 

(C) The Coordinator of United States Gov-
ernment Activities to Combat HIV/AIDS 
Globally. 

(D) The Director of the Office of Global 
Health Affairs of the Department of Health 
and Human Services. 

(E) The Under Secretary for Food, Nutri-
tion and Consumer Services of the Depart-
ment of Agriculture. 

(F) The Chief Executive Officer of the Mil-
lennium Challenge Corporation. 

(G) The Director of the Peace Corps. 
(H) Other officials of relevant departments 

and agencies of the Federal Government who 
shall be appointed by the President. 

(2) CHAIRPERSON.—The Administrator of 
the United States Agency for International 
Development shall serve as chairperson of 
the Task Force. 

(d) MEETINGS.—The Task Force shall meet 
on a regular basis, not less often than quar-
terly, on a schedule to be agreed upon by the 
members of the Task Force, and starting not 
later than 90 days after the date of the enact-
ment of this Act. 

(e) DEFINITION.—In this subsection, the 
term ‘‘Millennium Development Goals’’ 
means the key development objectives de-
scribed in the United Nations Millennium 
Declaration, as contained in United Nations 

General Assembly Resolution 55/2 (Sep-
tember 2000). 

(f) REPORT.—Not later than 120 days after 
the date of the enactment of this Act, and 
not later than April 30 of each year there-
after, the Task Force shall submit to Con-
gress and the President a report on the im-
plementation of this section. 
SEC. 6. AUTHORIZATION OF APPROPRIATIONS. 

(a) IN GENERAL.—There are authorized to 
be appropriated to carry out this Act, and 
the amendments made by this Act, 
$660,000,000 for fiscal year 2007 and 
$1,200,000,000 for each of the fiscal years 2008 
through 2011. 

(b) AVAILABILITY OF FUNDS.—Amounts ap-
propriated pursuant to the authorization of 
appropriations under subsection (a) are au-
thorized to remain available until expended. 

By Mr. VOINOVICH (for himself, 
Mr. BINGAMAN, Mr. DEWINE, and 
Mr. AKAKA): 

S. 2772. A bill to provide for innova-
tion in health care through State ini-
tiatives that expand coverage and ac-
cess and improve quality and efficiency 
in the health care system; to the Com-
mittee on Health, Education, Labor, 
and Pensions. 

Mr. VOINOVICH. Mr. President, I 
rise to speak about a bill my colleague 
Senator BINGAMAN and I introduced 
today, the Health Care Partnership 
Act. For too many years, I have lis-
tened to my colleagues on both sides of 
the aisle talk about the rising cost of 
health care and the growing number of 
uninsured Americans. Yet, we have not 
been able to make much progress here 
at the Federal level to find a meaning-
ful solution for the dilemma this Na-
tion is facing regarding access to qual-
ity, affordable health care. Next to the 
economy, it is the greatest domestic 
challenge facing our Nation. In fact, 
the rising cost of health care is a major 
part of what is hurting our competi-
tiveness in the global marketplace. 

While surveys have indicated that 
health insurance premiums have sta-
bilized—a 9.2 percent increase in 2006 
and 2005 and compared with a 12.3 per-
cent in 2004; 14.7 percent in 2003; and 
15.2 percent in 2002—health insurance 
costs continue to be a significant fac-
tor impacting American competitive-
ness. In addition, the share of costs 
that individuals have paid for employer 
sponsored insurance has risen roughly 
2 percent each year, from 31.4 percent 
of health care costs in 2001 to 38.4 per-
cent this year. 

In fact, spending on health care in 
the United States reached $1.9 trillion 
in 2004—almost 16.5 percent of our 
GDP—the largest share ever. 

Yet, despite all the increases in 
health care spending some 46 million 
Americans—15 percent of the popu-
lation—had no health insurance at 
some point last year. This number has 
increased steadily. In 2000, that number 
was 39.8 million. In 2002 it was 43.6 mil-
lion. 

These statistics are startling and it 
is time that we do something about 
them. The bill Senator BINGAMAN and I 
are introducing today aims to break 
the log-jam here in Washington and 
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allow states the freedom to explore 
with health care reform options. This 
bill would support state-based efforts 
to reduce the uninsured and the cost of 
health care, improve quality, improve 
access to care, and expand information 
technology. 

I have been in this situation before. 
As Governor of Ohio, I had to work cre-
atively to expand coverage and deal 
with increasing health care costs for a 
growing number of uninsured Ohioans. 
I am happy to report that we were able 
to make some progress toward reduc-
ing the number of uninsured Ohioans 
during my time as the head of the state 
by negotiating with the state unions to 
move to managed care; by controlling 
Medicaid costs to the point where from 
1995 to 1998, due to good stewardship 
and management, Ohio ended up under- 
spending on Medicaid without harming 
families; and implementing the S-CHIP 
program to provide coverage for unin-
sured children. 

Like we did in Ohio, a number of 
states are already actively pursuing ef-
forts to reduce the number of their 
residents who lack adequate health 
care coverage. The Health Care Part-
nership Act will build on what states 
like Massachusetts and others are 
doing, while providing a mechanism to 
analyze results and make recommenda-
tions for future action at the Federal 
level. 

Under the Health Partnership Act, 
Congress would authorize grants to in-
dividual states, groups of states, and 
Indian tribes and local governments to 
carry out any of a broad range of strat-
egies to improve our Nation’s health 
care delivery. The bill creates a mecha-
nism for states to apply for grants to a 
bipartisan ‘‘State Health Innovation 
Commission’’ housed at the Depart-
ment of Health and Human Services 
(HHS). After reviewing the state pro-
posals, the Commission would submit 
to Congress a list of recommended 
state applications. The Commission 
would also recommend the amount of 
Federal grant money each state should 
receive to carry out the actions de-
scribed in their plan. 

Most importantly, at the end of the 
five-year period, the Commission would 
be required to report to Congress 
whether the states are meeting the 
goals of the Act. The Commission 
would then recommend future action 
Congress should take concerning over-
all reform, including whether or not to 
extend the state program. 

I believe it is important that we pass 
this legislation to provide a platform 
from which we can have a thoughtful 
conversation about health care reform 
here in Washington. Since I have been 
in the Senate, Congress has made some 
progress toward improving health care, 
most notably for our 43 million seniors 
who now have access to affordable pre-
scription medication through the Medi-
care Modernization Act. We have also 
increased funding for community 
health centers and safety net hospitals 
that provide health care for the unin-

sured and under insured; increased the 
use of technology in our health care de-
livery system; and improved the safety 
of medical care by passing a medical 
errors reporting bill. 

Yet, these incremental steps are not 
enough, and we have been at this too 
long here in Washington without com-
prehensive, meaningful results. I ask 
for my colleagues’ support for this bi-
partisan bill that I hope will move us 
closer toward a solution to the unin-
sured. 

I ask unanimous consent that the 
text of the bill be printed in the 
RECORD. 

There being no objection, the text of 
the bill was ordered to be printed in 
the RECORD, as follows: 

S. 2772 
Be it enacted by the Senate and House of Rep-

resentatives of the United States of America in 
Congress assembled, 
SECTION 1. SHORT TITLE. 

This Act may be cited as the ‘‘Health Part-
nership Act’’. 
SEC. 2. STATE HEALTH REFORM PROJECTS. 

(a) PURPOSE; ESTABLISHMENT OF STATE 
HEALTH CARE EXPANSION AND IMPROVEMENT 
PROGRAM.—The purposes of the programs ap-
proved under this section shall include, but 
not be limited to— 

(1) achieving the goals of increased health 
coverage and access; 

(2) ensuring that patients receive high- 
quality, appropriate health care; 

(3) improving the efficiency of health care 
spending; and 

(4) testing alternative reforms, such as 
building on the public or private health sys-
tems, or creating new systems, to achieve 
the objectives of this Act. 

(b) APPLICATIONS BY STATES, LOCAL GOV-
ERNMENTS, AND TRIBES.— 

(1) ENTITIES THAT MAY APPLY.— 
(A) IN GENERAL.—A State, in consultation 

with local governments, Indian tribes, and 
Indian organizations involved in the provi-
sion of health care, may apply for a State 
health care expansion and improvement pro-
gram for the entire State (or for regions of 
the State) under paragraph (2). 

(B) REGIONAL GROUPS.—A regional entity 
consisting of more than one State may apply 
for a multi State health care expansion and 
improvement program for the entire region 
involved under paragraph (2). 

(C) DEFINITION.—In this Act, the term 
‘‘State’’ means the 50 States, the District of 
Columbia, and the Commonwealth of Puerto 
Rico. Such term shall include a regional en-
tity described in subparagraph (B). 

(2) SUBMISSION OF APPLICATION.—In accord-
ance with this section, each State desiring to 
implement a State health care expansion 
and improvement program may submit an 
application to the State Health Innovation 
Commission under subsection (c) (referred to 
in this section as the ‘‘Commission’’) for ap-
proval. 

(3) LOCAL GOVERNMENT APPLICATIONS.— 
(A) IN GENERAL.—Where a State declines to 

submit an application under this section, a 
unit of local government of such State, or a 
consortium of such units of local govern-
ments, may submit an application directly 
to the Commission for programs or projects 
under this subsection. Such an application 
shall be subject to the requirements of this 
section. 

(B) OTHER APPLICATIONS.—Subject to such 
additional guidelines as the Secretary may 
prescribe, a unit of local government, Indian 
tribe, or Indian health organization may sub-

mit an application under this section, wheth-
er or not the State submits such an applica-
tion, if such unit of local government can 
demonstrate unique demographic needs or a 
significant population size that warrants a 
substate program under this subsection. 

(c) STATE HEALTH INNOVATION COMMIS-
SION.— 

(1) IN GENERAL.—Within 90 days after the 
date of the enactment of this Act, the Sec-
retary shall establish a State Health Innova-
tion Commission that shall— 

(A) be comprised of— 
(i) the Secretary; 
(ii) four State governors to be appointed by 

the National Governors Association on a bi-
partisan basis; 

(iii) two members of a State legislature to 
be appointed by the National Conference of 
State Legislators on a bipartisan basis; 

(iv) two county officials to be appointed by 
the National Association of Counties on a bi-
partisan basis; 

(v) two mayors to be appointed by the 
United States Conference of Mayors on a bi-
partisan basis; 

(vi) two individuals to be appointed by the 
Speaker of the House of Representatives; 

(vii) two individuals to be appointed by the 
Minority Leader of the House of Representa-
tives; 

(viii) two individuals to be appointed by 
the Majority Leader of the Senate; 

(ix) two individuals to be appointed by the 
Minority Leader of the Senate; and 

(x) two individuals who are members of 
federally-recognized Indian tribes to be ap-
pointed on a bipartisan basis by the National 
Congress of American Indians; 

(B) upon approval of 2⁄3 of the members of 
the Commission, provide the States with a 
variety of reform options for their applica-
tions, such as tax credit approaches, expan-
sions of public programs such as medicaid 
and the State Children’s Health Insurance 
Program, the creation of purchasing pooling 
arrangements similar to the Federal Em-
ployees Health Benefits Program, individual 
market purchasing options, single risk pool 
or single payer systems, health savings ac-
counts, a combination of the options de-
scribed in this clause, or other alternatives 
determined appropriate by the Commission, 
including options suggested by States, In-
dian tribes, or the public; 

(C) establish, in collaboration with a quali-
fied and independent organization such as 
the Institute of Medicine, minimum perform-
ance measures and goals with respect to cov-
erage, quality, and cost of State programs, 
as described under subsection (d)(1); 

(D) conduct a thorough review of the grant 
application from a State and carry on a dia-
logue with all State applicants concerning 
possible modifications and adjustments; 

(E) submit the recommendations and legis-
lative proposal described in subsection 
(d)(4)(B); 

(F) be responsible for monitoring the sta-
tus and progress achieved under program or 
projects granted under this section; 

(G) report to the public concerning 
progress made by States with respect to the 
performance measures and goals established 
under this Act, the periodic progress of the 
State relative to its State performance 
measures and goals, and the State program 
application procedures, by region and State 
jurisdiction; 

(H) promote information exchange between 
States and the Federal Government; and 

(I) be responsible for making recommenda-
tions to the Secretary and the Congress, 
using equivalency or minimum standards, 
for minimizing the negative effect of State 
program on national employer groups, pro-
vider organizations, and insurers because of 
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differing State requirements under the pro-
grams. 

(2) PERIOD OF APPOINTMENT; REPRESENTA-
TION REQUIREMENTS; VACANCIES.—Members 
shall be appointed for a term of 5 years. In 
appointing such members under paragraph 
(1)(A), the designated appointing individuals 
shall ensure the representation of urban and 
rural areas and an appropriate geographic 
distribution of such members. Any vacancy 
in the Commission shall not affect its pow-
ers, but shall be filled in the same manner as 
the original appointment. 

(3) CHAIRPERSON, MEETINGS.— 
(A) CHAIRPERSON.—The Commission shall 

select a Chairperson from among its mem-
bers. 

(B) QUORUM.—A majority of the members 
of the Commission shall constitute a 
quorum, but a lesser number of members 
may hold hearings. 

(C) MEETINGS.—Not later than 30 days after 
the date on which all members of the Com-
mission have been appointed, the Commis-
sion shall hold its first meeting. The Com-
mission shall meet at the call of the Chair-
person. 

(4) POWERS OF THE COMMISSION.— 
(A) NEGOTIATIONS WITH STATES.—The Com-

mission may conduct detailed discussions 
and negotiations with States submitting ap-
plications under this section, either individ-
ually or in groups, to facilitate a final set of 
recommendations for purposes of subsection 
(d)(4)(B). Such negotiations shall include 
consultations with Indian tribes, and be con-
ducted in a public forum. 

(B) HEARINGS.—The Commission may hold 
such hearings, sit and act at such times and 
places, take such testimony, and receive 
such evidence as the Commission considers 
advisable to carry out the purposes of this 
subsection. 

(C) MEETINGS.—In addition to other meet-
ings the Commission may hold, the Commis-
sion shall hold an annual meeting with the 
participating States under this section for 
the purpose of having States report progress 
toward the purposes in subsection (a)(1) and 
for an exchange of information. 

(D) INFORMATION.—The Commission may 
secure directly from any Federal department 
or agency such information as the Commis-
sion considers necessary to carry out the 
provisions of this subsection. Upon request 
of the Chairperson of the Commission, the 
head of such department or agency shall fur-
nish such information to the Commission if 
the head of the department or agency in-
volved determines it appropriate. 

(E) POSTAL SERVICES.—The Commission 
may use the United States mails in the same 
manner and under the same conditions as 
other departments and agencies of the Fed-
eral Government. 

(5) PERSONNEL MATTERS.— 
(A) COMPENSATION.—Each member of the 

Commission who is not an officer or em-
ployee of the Federal Government or of a 
State or local government shall be com-
pensated at a rate equal to the daily equiva-
lent of the annual rate of basic pay pre-
scribed for level IV of the Executive Sched-
ule under section 5315 of title 5, United 
States Code, for each day (including travel 
time) during which such member is engaged 
in the performance of the duties of the Com-
mission. All members of the Commission 
who are officers or employees of the United 
States shall serve without compensation in 
addition to that received for their services as 
officers or employees of the United States. 

(B) TRAVEL EXPENSES.—The members of 
the Commission shall be allowed travel ex-
penses, including per diem in lieu of subsist-
ence, at rates authorized for employees of 
agencies under subchapter I of chapter 57 of 
title 5, United States Code, while away from 

their homes or regular places of business in 
the performance of services for the Commis-
sion. 

(C) STAFF.—The Chairperson of the Com-
mission may, without regard to the civil 
service laws and regulations, appoint and 
terminate an executive director and such 
other additional personnel as may be nec-
essary to enable the Commission to perform 
its duties. The employment of an executive 
director shall be subject to confirmation by 
the Commission. 

(D) DETAIL OF GOVERNMENT EMPLOYEES.— 
Any Federal Government employee may be 
detailed to the Commission without reim-
bursement, and such detail shall be without 
interruption or loss of civil service status or 
privilege. 

(E) TEMPORARY AND INTERMITTENT SERV-
ICES.—The Chairperson of the Commission 
may procure temporary and intermittent 
services under section 3109(b) of title 5, 
United States Code, at rates for individuals 
which do not exceed the daily equivalent of 
the annual rate of basic pay prescribed for 
level V of the Executive Schedule under sec-
tion 5316 of such title. 

(6) FUNDING.—For the purpose of carrying 
out this subsection, there are authorized to 
be appropriated $3,000,000 for fiscal year 2006 
and each fiscal year thereafter. 

(d) REQUIREMENTS FOR PROGRAMS.— 
(1) STATE PLAN.—A State that seeks to re-

ceive a grant under subsection (f) to operate 
a program under this section shall prepare 
and submit to the Commission, as part of the 
application under subsection (b), a State 
health care plan that shall have as its goal 
improvements in coverage, quality and costs. 
To achieve such goal, the State plan shall 
comply with the following: 

(A) COVERAGE.—With respect to coverage, 
the State plan shall— 

(i) provide and describe the manner in 
which the State will ensure that an in-
creased number of individuals residing with-
in the State will have expanded access to 
health care coverage with a specific 5-year 
target for reduction in the number of unin-
sured individuals through either private or 
public program expansion, or both, in ac-
cordance with the options established by the 
Commission; 

(ii) describe the number and percentage of 
current uninsured individuals who will 
achieve coverage under the State health pro-
gram; 

(iii) describe the minimum benefits pack-
age that will be provided to all classes of 
beneficiaries under the State health pro-
gram; 

(iv) identify Federal, State, or local and 
private programs that currently provide 
health care services in the State and de-
scribe how such programs could be coordi-
nated with the State health program, to the 
extent practicable; and 

(v) provide for improvements in the avail-
ability of appropriate health care services 
that will increase access to care in urban, 
rural, and frontier areas of the State with 
medically underserved populations or where 
there is an inadequate supply of health care 
providers. 

(B) QUALITY.—With respect to quality, the 
State plan shall— 

(i) provide a plan to improve health care 
quality in the State, including increasing ef-
fectiveness, efficiency, timeliness, patient 
focused, equity while reducing health dis-
parities, and medical errors; and 

(ii) contain appropriate results-based qual-
ity indicators established by the Commission 
that will be addressed by the State as well as 
State-specific quality indicators. 

(C) COSTS.—With respect to costs, the 
State plan shall— 

(i) provide that the State will develop and 
implement systems to improve the efficiency 
of health care, including a specific 5-year 
target for reducing administrative costs (in-
cluding paperwork burdens); 

(ii) describe the public and private sector 
financing to be provided for the State health 
program; 

(iii) estimate the amount of Federal, 
State, and local expenditures, as well as, the 
costs to business and individuals under the 
State health program; 

(iv) describe how the State plan will ensure 
the financial solvency of the State health 
program; and 

(v) provide that the State will prepare and 
submit to the Secretary and the Commission 
such reports as the Secretary or Commission 
may require to carry out program evalua-
tions. 

(D) HEALTH INFORMATION TECHNOLOGY.— 
With respect to health information tech-
nology, the State plan shall provide method-
ology for the appropriate use of health infor-
mation technology to improve infrastruc-
ture, such as improving the availability of 
evidence-based medical and outcomes data 
to providers and patients, as well as other 
health information (such as electronic 
health records, electronic billing, and elec-
tronic prescribing). 

(2) TECHNICAL ASSISTANCE.—The Secretary 
shall, if requested, provide technical assist-
ance to States to assist such States in devel-
oping applications and plans under this sec-
tion, including technical assistance by pri-
vate sector entities if determined appro-
priate by the Commission. 

(3) INITIAL REVIEW.—With respect to a 
State application for a grant under sub-
section (b), the Secretary and the Commis-
sion shall complete an initial review of such 
State application within 60 days of the re-
ceipt of such application, analyze the scope 
of the proposal, and determine whether addi-
tional information is needed from the State. 
The Commission shall advise the State with-
in such period of the need to submit addi-
tional information. 

(4) FINAL DETERMINATION.— 
(A) IN GENERAL.—Not later than 90 days 

after completion of the initial review under 
paragraph (3), the Commission shall deter-
mine whether to submit a State proposal to 
Congress for approval. 

(B) VOTING.— 
(i) IN GENERAL.—The determination to sub-

mit a State proposal to Congress under sub-
paragraph (A) shall be approved by 2⁄3 of the 
members of the Commission who are eligible 
to participate in such determination subject 
to clause (ii). 

(ii) ELIGIBILITY.—A member of the Com-
mission shall not participate in a determina-
tion under subparagraph (A) if— 

(I) in the case of a member who is a Gov-
ernor, such determination relates to the 
State of which the member is the Governor; 
or 

(II) in the case of member not described in 
subclause (I), such determination relates to 
the geographic area of a State of which such 
member serves as a State or local official. 

(C) SUBMISSION.—Not later than 90 days 
prior to October 1 of each fiscal year, the 
Commission shall submit to Congress a list, 
in the form of a legislative proposal, of the 
State applications that the Commission rec-
ommends for approval under this section. 

(D) APPROVAL.—With respect to a fiscal 
year, a State proposal that has been rec-
ommended under subparagraph (B) shall be 
deemed to be approved, and subject to the 
availability of appropriations, Federal funds 
shall be provided to such program, unless a 
joint resolution has been enacted dis-
approving such proposal as provided for in 
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subsection (e). Nothing in the preceding sen-
tence shall be construed to include the ap-
proval of State proposals that involve waiv-
ers or modifications in applicable Federal 
law. 

(5) PROGRAM OR PROJECT PERIOD.—A State 
program or project may be approved for a pe-
riod of 5 years and may be extended for sub-
sequent 5-year periods upon approval by the 
Commission and the Secretary, based upon 
achievement of targets, except that a shorter 
period may be requested by a State and 
granted by the Secretary. 

(e) EXPEDITED CONGRESSIONAL CONSIDER-
ATION.— 

(1) INTRODUCTION AND COMMITTEE CONSIDER-
ATION.— 

(A) INTRODUCTION.—The legislative pro-
posal submitted pursuant to subsection 
(d)(4)(B) shall be in the form of a joint reso-
lution (in this subsection referred to as the 
‘‘resolution’’). Such resolution shall be intro-
duced in the House of Representatives by the 
Speaker, and in the Senate, by the Majority 
Leader, immediately upon receipt of the lan-
guage and shall be referred to the appro-
priate committee of Congress. If the resolu-
tion is not introduced in accordance with the 
preceding sentence, the resolution may be 
introduced in either House of Congress by 
any member thereof. 

(B) COMMITTEE CONSIDERATION.—A resolu-
tion introduced in the House of Representa-
tives shall be referred to the Committee on 
Ways and Means of the House of Representa-
tives. A resolution introduced in the Senate 
shall be referred to the Committee on Fi-
nance of the Senate. Not later than 15 cal-
endar days after the introduction of the reso-
lution, the committee of Congress to which 
the resolution was referred shall report the 
resolution or a committee amendment there-
to. If the committee has not reported such 
resolution (or an identical resolution) at the 
end of 15 calendar days after its introduction 
or at the end of the first day after there has 
been reported to the House involved a resolu-
tion, whichever is earlier, such committee 
shall be deemed to be discharged from fur-
ther consideration of such reform bill and 
such reform bill shall be placed on the appro-
priate calendar of the House involved. 

(2) EXPEDITED PROCEDURE.— 
(A) CONSIDERATION.—Not later than 5 days 

after the date on which a committee has 
been discharged from consideration of a reso-
lution, the Speaker of the House of Rep-
resentatives, or the Speaker’s designee, or 
the Majority Leader of the Senate, or the 
Leader’s designee, shall move to proceed to 
the consideration of the committee amend-
ment to the resolution, and if there is no 
such amendment, to the resolution. It shall 
also be in order for any member of the House 
of Representatives or the Senate, respec-
tively, to move to proceed to the consider-
ation of the resolution at any time after the 
conclusion of such 5-day period. All points of 
order against the resolution (and against 
consideration of the resolution) are waived. 
A motion to proceed to the consideration of 
the resolution is highly privileged in the 
House of Representatives and is privileged in 
the Senate and is not debatable. The motion 
is not subject to amendment, to a motion to 
postpone consideration of the resolution, or 
to a motion to proceed to the consideration 
of other business. A motion to reconsider the 
vote by which the motion to proceed is 
agreed to or not agreed to shall not be in 
order. If the motion to proceed is agreed to, 
the House of Representatives or the Senate, 
as the case may be, shall immediately pro-
ceed to consideration of the resolution with-
out intervening motion, order, or other busi-
ness, and the resolution shall remain the un-
finished business of the House of Representa-

tives or the Senate, as the case may be, until 
disposed of. 

(B) CONSIDERATION BY OTHER HOUSE.—If, be-
fore the passage by one House of the resolu-
tion that was introduced in such House, such 
House receives from the other House a reso-
lution as passed by such other House— 

(i) the resolution of the other House shall 
not be referred to a committee and may only 
be considered for final passage in the House 
that receives it under clause (iii); 

(ii) the procedure in the House in receipt of 
the resolution of the other House, with re-
spect to the resolution that was introduced 
in the House in receipt of the resolution of 
the other House, shall be the same as if no 
resolution had been received from the other 
House; and 

(iii) notwithstanding clause (ii), the vote 
on final passage shall be on the reform bill of 
the other House. 
Upon disposition of a resolution that is re-
ceived by one House from the other House, it 
shall no longer be in order to consider the 
resolution bill that was introduced in the re-
ceiving House. 

(C) CONSIDERATION IN CONFERENCE.—Imme-
diately upon a final passage of the resolution 
that results in a disagreement between the 
two Houses of Congress with respect to the 
resolution, conferees shall be appointed and 
a conference convened. Not later than 10 
days after the date on which conferees are 
appointed, the conferees shall file a report 
with the House of Representatives and the 
Senate resolving the differences between the 
Houses on the resolution. Notwithstanding 
any other rule of the House of Representa-
tives or the Senate, it shall be in order to 
immediately consider a report of a com-
mittee of conference on the resolution filed 
in accordance with this subclause. Debate in 
the House of Representatives and the Senate 
on the conference report shall be limited to 
10 hours, equally divided and controlled by 
the Speaker of the House of Representatives 
and the Minority Leader of the House of Rep-
resentatives or their designees and the Ma-
jority and Minority Leaders of the Senate or 
their designees. A vote on final passage of 
the conference report shall occur imme-
diately at the conclusion or yielding back of 
all time for debate on the conference report. 

(3) RULES OF THE SENATE AND HOUSE OF REP-
RESENTATIVES.—This subsection is enacted 
by Congress— 

(A) as an exercise of the rulemaking power 
of the Senate and House of Representatives, 
respectively, and is deemed to be part of the 
rules of each House, respectively, but appli-
cable only with respect to the procedure to 
be followed in that House in the case of a 
resolution, and it supersedes other rules only 
to the extent that it is inconsistent with 
such rules; and 

(B) with full recognition of the constitu-
tional right of either House to change the 
rules (so far as they relate to the procedure 
of that House) at any time, in the same man-
ner, and to the same extent as in the case of 
any other rule of that House. 

(4) LIMITATION.—The amount of Federal 
funds provided with respect to any State pro-
posal that is deemed approved under sub-
section (d)(3) shall not exceed the cost pro-
vided for such proposals within the concur-
rent resolution on the budget as enacted by 
Congress for the fiscal year involved. 

(f) FUNDING.— 
(1) IN GENERAL.—The Secretary shall pro-

vide a grant to a State that has an applica-
tion approved under subsection (b) to enable 
such State to carry out an innovative State 
health program in the State. 

(2) AMOUNT OF GRANT.—The amount of a 
grant provided to a State under paragraph 
(1) shall be determined based upon the rec-
ommendations of the Commission, subject to 

the amount appropriated under subsection 
(k). 

(3) PERFORMANCE-BASED FUNDING ALLOCA-
TION AND PRIORITIZATION.—In awarding 
grants under paragraph (1), the Secretary 
shall— 

(A) fund a diversity of approaches as pro-
vided for by the Commission in subsection 
(c)(1)(B); 

(B) give priority to those State programs 
that the Commission determines have the 
greatest opportunity to succeed in providing 
expanded health insurance coverage and in 
providing children, youth, and other vulner-
able populations with improved access to 
health care items and services; and 

(C) link allocations to the State to the 
meeting of the goals and performance meas-
ures relating to health care coverage, qual-
ity, and health care costs established under 
this Act through the State project applica-
tion process. 

(4) MAINTENANCE OF EFFORT.—A State, in 
utilizing the proceeds of a grant received 
under paragraph (1), shall maintain the ex-
penditures of the State for health care cov-
erage purposes for the support of direct 
health care delivery at a level equal to not 
less than the level of such expenditures 
maintained by the State for the fiscal year 
preceding the fiscal year for which the grant 
is received. 

(5) REPORT.—At the end of the 5-year pe-
riod beginning on the date on which the Sec-
retary awards the first grant under para-
graph (1), the State Health Innovation Advi-
sory Commission established under sub-
section (c) shall prepare and submit to the 
appropriate committees of Congress, a report 
on the progress made by States receiving 
grants under paragraph (1) in meeting the 
goals of expanded coverage, improved qual-
ity, and cost containment through perform-
ance measures established during the 5-year 
period of the grant. Such report shall con-
tain the recommendation of the Commission 
concerning any future action that Congress 
should take concerning health care reform, 
including whether or not to extend the pro-
gram established under this subsection. 

(g) MONITORING AND EVALUATION.— 
(1) ANNUAL REPORTS AND PARTICIPATION BY 

STATES.—Each State that has received a pro-
gram approval shall— 

(A) submit to the Commission an annual 
report based on the period representing the 
respective State’s fiscal year, detailing com-
pliance with the requirements established by 
the Commission and the Secretary in the ap-
proval and in this section; and 

(B) participate in the annual meeting 
under subsection (c)(4)(B). 

(2) EVALUATIONS BY COMMISSION.—The Com-
mission, in consultation with a qualified and 
independent organization such as the Insti-
tute of Medicine, shall prepare and submit to 
the Committee on Finance and the Com-
mittee on Health, Education, Labor, and 
Pensions of the Senate and the Committee 
on Energy and Commerce, the Committee on 
Education and the Workforce, and the Com-
mittee on Ways and Means of the House of 
Representatives annual reports that shall 
contain— 

(A) a description of the effects of the re-
forms undertaken in States receiving ap-
provals under this section; 

(B) a description of the recommendations 
of the Commission and actions taken based 
on these recommendations; 

(C) an evaluation of the effectiveness of 
such reforms in— 

(i) expanding health care coverage for 
State residents; 

(ii) improving the quality of health care 
provided in the States; and 

(iii) reducing or containing health care 
costs in the States; 
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(D) recommendations regarding the advis-

ability of increasing Federal financial assist-
ance for State ongoing or future health pro-
gram initiatives, including the amount and 
source of such assistance; and 

(E) as required by the Commission or the 
Secretary under subsection (f)(5), a periodic, 
independent evaluation of the program. 

(h) NONCOMPLIANCE.— 
(1) CORRECTIVE ACTION PLANS.—If a State is 

not in compliance with a requirements of 
this section, the Secretary shall develop a 
corrective action plan for such State. 

(2) TERMINATION.—For good cause and in 
consultation with the Commission, the Sec-
retary may revoke any program granted 
under this section. Such decisions shall be 
subject to a petition for reconsideration and 
appeal pursuant to regulations established 
by the Secretary. 

(i) RELATIONSHIP TO FEDERAL PROGRAMS.— 
(1) IN GENERAL.—Nothing in this Act, or in 

section 1115 of the Social Security Act (42 
U.S.C. 1315) shall be construed as authorizing 
the Secretary, the Commission, a State, or 
any other person or entity to alter or affect 
in any way the provisions of title XIX of 
such Act (42 U.S.C. 1396 et seq.) or the regula-
tions implementing such title. 

(2) MAINTENANCE OF EFFORT.—No payment 
may be made under this section if the State 
adopts criteria for benefits, income, and re-
source standards and methodologies for pur-
poses of determining an individual’s eligi-
bility for medical assistance under the State 
plan under title XIX that are more restric-
tive than those applied as of the date of en-
actment of this Act. 

(j) MISCELLANEOUS PROVISIONS.— 
(1) APPLICATION OF CERTAIN REQUIRE-

MENTS.— 
(A) RESTRICTION ON APPLICATION OF PRE-

EXISTING CONDITION EXCLUSIONS.— 
(i) IN GENERAL.—Subject to subparagraph 

(B), a State shall not permit the imposition 
of any preexisting condition exclusion for 
covered benefits under a program or project 
under this section. 

(ii) GROUP HEALTH PLANS AND GROUP 
HEALTH INSURANCE COVERAGE.—If the State 
program or project provides for benefits 
through payment for, or a contract with, a 
group health plan or group health insurance 
coverage, the program or project may permit 
the imposition of a preexisting condition ex-
clusion but only insofar and to the extent 
that such exclusion is permitted under the 
applicable provisions of part 7 of subtitle B 
of title I of the Employee Retirement In-
come Security Act of 1974 and title XXVII of 
the Public Health Service Act. 

(B) COMPLIANCE WITH OTHER REQUIRE-
MENTS.—Coverage offered under the program 
or project shall comply with the require-
ments of subpart 2 of part A of title XXVII 
of the Public Health Service Act insofar as 
such requirements apply with respect to a 
health insurance issuer that offers group 
health insurance coverage. 

(2) PREVENTION OF DUPLICATIVE PAY-
MENTS.— 

(A) OTHER HEALTH PLANS.—No payment 
shall be made to a State under this section 
for expenditures for health assistance pro-
vided for an individual to the extent that a 
private insurer (as defined by the Secretary 
by regulation and including a group health 
plan (as defined in section 607(1) of the Em-
ployee Retirement Income Security Act of 
1974), a service benefit plan, and a health 
maintenance organization) would have been 
obligated to provide such assistance but for 
a provision of its insurance contract which 
has the effect of limiting or excluding such 
obligation because the individual is eligible 
for or is provided health assistance under the 
plan. 

(B) OTHER FEDERAL GOVERNMENTAL PRO-
GRAMS.—Except as provided in any other pro-
vision of law, no payment shall be made to a 
State under this section for expenditures for 
health assistance provided for an individual 
to the extent that payment has been made or 
can reasonably be expected to be made 
promptly (as determined in accordance with 
regulations) under any other federally oper-
ated or financed health care insurance pro-
gram, other than an insurance program oper-
ated or financed by the Indian Health Serv-
ice, as identified by the Secretary. For pur-
poses of this paragraph, rules similar to the 
rules for overpayments under section 
1903(d)(2) of the Social Security Act shall 
apply. 

(3) APPLICATION OF CERTAIN GENERAL PROVI-
SIONS.—The following sections of the Social 
Security Act shall apply to States under this 
section in the same manner as they apply to 
a State under such title XIX: 

(A) TITLE XIX PROVISIONS.— 
(i) Section 1902(a)(4)(C) (relating to conflict 

of interest standards). 
(ii) Paragraphs (2), (16), and (17) of section 

1903(i) (relating to limitations on payment). 
(iii) Section 1903(w) (relating to limita-

tions on provider taxes and donations). 
(iv) Section 1920A (relating to presumptive 

eligibility for children). 
(B) TITLE XI PROVISIONS.— 
(i) Section 1116 (relating to administrative 

and judicial review), but only insofar as con-
sistent with this title. 

(ii) Section 1124 (relating to disclosure of 
ownership and related information). 

(iii) Section 1126 (relating to disclosure of 
information about certain convicted individ-
uals). 

(iv) Section 1128A (relating to civil mone-
tary penalties). 

(v) Section 1128B(d) (relating to criminal 
penalties for certain additional charges). 

(vi) Section 1132 (relating to periods within 
which claims must be filed). 

(4) RELATION TO OTHER LAWS.— 
(A) HIPAA.—Health benefits coverage pro-

vided under a State program or project under 
this section shall be treated as creditable 
coverage for purposes of part 7 of subtitle B 
of title I of the Employee Retirement In-
come Security Act of 1974, title XXVII of the 
Public Health Service Act, and subtitle K of 
the Internal Revenue Code of 1986. 

(B) ERISA.—Nothing in this section shall 
be construed as affecting or modifying sec-
tion 514 of the Employee Retirement Income 
Security Act of 1974 (29 U.S.C. 1144) with re-
spect to a group health plan (as defined in 
section 2791(a)(1) of the Public Health Serv-
ice Act (42 U.S.C. 300gg–91(a)(1))). 

(k) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated to 
carry out this section, such sums as may be 
necessary in each fiscal year. Amounts ap-
propriated for a fiscal year under this sub-
section and not expended may be used in sub-
sequent fiscal years to carry out this sec-
tion. 

Mr. BINGAMAN. I am pleased to an-
nounce today the introduction of bipar-
tisan legislation with Senator VOINO-
VICH entitled the ‘‘Health Partnership 
Act of 2006’’ with additional bipartisan 
support from Senators DEWINE and 
AKAKA. The ‘‘Health Partnership Act’’ 
is intended to move beyond the polit-
ical gridlock in Washington, D.C., and 
set us on a path toward finding solu-
tions to affordable, quality health care 
for all Americans by creating partner-
ships between the federal government, 
state and local governments, private 
payers, and health care providers to 

implement different and promising ap-
proaches to health care. 

Federal funding and support would be 
committed to states to reduce the 
number of uninsured, reduce costs, and 
improve the quality of health care for 
all Americans. Should a state decline 
to apply or if a unique need exists, 
local governments also would be au-
thorized to apply for a federal grant for 
such purposes. 

States, local governments, and tribes 
and tribal governments would be able 
to submit applications to the federal 
government for funding to implement a 
state health care expansion and im-
provement program to a bipartisan 
‘‘State Health Innovation Commis-
sion.’’ Based on funding available 
through the federal budget process, the 
Commission would approve a variety of 
reform options and innovative ap-
proaches. 

This federalist approach to health re-
form would encourage a broad array of 
reform options that would be closely 
monitored to see what is working and 
what is not. As Supreme Court Justice 
Louis D. Brandeis wrote in 1932, ‘‘It is 
one of the happy incidents of the fed-
eral system that a single courageous 
State may, if its citizens choose, serve 
as a laboratory; and try novel social 
and economic experiments without risk 
to the rest of the country.’’ 

Our bipartisan legislation, the 
‘‘Health Partnership Act,’’ encourages 
this type of state-based innovation and 
will help the nation better address both 
the policy and the politics of health 
care reform. We do not have consensus 
at the federal level on anyone approach 
and so encouraging states to adopt a 
variety of approaches will help us all 
better understand what may or may 
not work. And, it is well past the time 
when we need action to be taking place 
to address the growing and related 
problems of the uninsured and increas-
ing health care costs. 

In fact, spending on health care in 
our country has now reached $2 trillion 
annually, and yet, the number of unin-
sured has increased to 46 million peo-
ple, which is six million more than in 
2000. The consequences are staggering, 
as uninsured citizens get about half the 
medical care they need compared to 
those with health insurance and, ac-
cording to the Institute of Medicine, 
about 18,000 unnecessary deaths occur 
each year in the United States because 
of lack of health Insurance. 

While gridlock absent a solution con-
tinues to permeate Washington, DC, a 
number of states and local govern-
ments are moving ahead with health 
reform. The premise on which this bill 
is based is that the federal government 
should provide support for such efforts 
rather than constantly undermining 
them. 

The ‘‘Health Partnership Act’’ would 
provide such support, as it authorizes 
grants to states, groups of states, local 
governments, and Indian tribes and or-
ganizations to carry out any of a broad 
range of strategies to reach the goals 
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of reducing the number of uninsured, 
reducing costs, and improving the qual-
ity of care. 

As usual, state and local govern-
ments are not waiting around for fed-
eral action. This is exactly what was 
happening in the early 1990s as states 
such as New Mexico, Massachusetts, 
Pennsylvania, Florida, Rhode Island, 
Hawaii, Maryland, Tennessee, 
Vermont, and Washington led the way 
to expanding coverage to children 
through the enactment of a variety of 
health reforms. Some of these pro-
grams worked better than others and 
the federal government responded in 
1997 with passage of the ‘‘State Chil-
dren’s Health Insurance Program’’ or 
SCHIP. This legislation received broad 
bipartisan support and was built upon 
the experience of the state expansions. 
SCHIP continues to be a state-based 
model that covers millions of children 
and continues to have broad-based bi-
partisan support across this nation. 

So, why not use that successful 
model and build upon it? In fact, state 
and local governments are already tak-
ing up that challenge and the federal 
government should, through the enact-
ment of the ‘‘Health Partnership Act,’’ 
do what it can to be helpful with those 
efforts. For example— 

On November 15, 2005, Illinois Gov-
ernor Rod Blagojevich signed into law 
the ‘‘Covering All Kids Health Insur-
ance Act’’ which, beginning in July 
2006, will attempt to make insurance 
coverage available to all uninsured 
children. 

In Massachusetts, Governor Mitt 
Romney recently signed into law legis-
lation that requires all Bay State resi-
dents to have health insurance. Vir-
tually everyone interested in solutions 
to our nation’s health care problems 
are looking at the Massachusetts ‘‘ex-
periment’’ as a possible solution. 

Other states, including New Mexico, 
Maine, West Virginia, Oklahoma, and 
New York have enacted other health 
reforms that have had mixed success. 

All of these efforts are very impor-
tant to add to our knowledge base, 
which can then lead to the formation 
of a possible national solution to our 
uninsured and affordability crisis. We 
can learn from each and every one of 
these efforts, whether successful or 
failed. 

Commonwealth Fund President 
Karen Davis said it well by noting that 
state-based reforms, such as that 
passed in Massachusetts, are very good 
news. As she notes, ‘‘First, any sub-
stantive effort to expand access to cov-
erage is worthwhile, given the growing 
number of uninsured in this country 
and the large body of evidence showing 
the dangerous health implications of 
lacking coverage.’’ 

She adds, ‘‘But something more im-
portant is at work here, While we ur-
gently need a national solution so that 
all Americans have insurance, it 
doesn’t appear that we’ll be getting one 
at the federal level any time soon. So 
what Massachusetts has done poten-
tially holds lessons for every state.’’ I 
would add that it holds lessons for the 
federal government as well and not just 
for the mechanics of implementing 

health reform policy but also to the 
politics of health reform. 

As she concludes, ‘‘One particularly 
cogent lesson is the manner in which 
the measure was crafted—via a civil 
process that successfully brought to-
gether numerous players from across 
the political business, health care de-
livery, and policy sectors.’’ 

Mr. President, Senator VOINOVICH 
and I have worked together for many 
months now on this legislation via a 
process much like that described by 
Karen Davis. The legislation stems 
from past legislative efforts by sen-
ators such as Bob Graham, Mark Hat-
field, and Paul Wellstone, but also from 
work across ideological lines by Henry 
Aaron of the Brookings Institute and 
Stuart Butler of the Heritage Founda-
tion. 

The legislation also received much 
advice and support from Dr. Tim 
Garson who, as Dean of the University 
of Virginia, brought a much needed 
provider perspective which is reflected 
in support for the legislation from the 
American Medical Association, the 
American Academy of Pediatrics, the 
American College of Physicians, the 
American College of Cardiology, Amer-
ican Gastroenterological Association, 
the Visiting Nurses Association, the 
National Association of Community 
Health Centers, and from state-based 
health providers such as the New Mex-
ico Medical Society and Ohio Associa-
tion of Community Health Centers. 

And the legislation also received 
much comment and support from con-
sumer-based groups advocating for na-
tional health reform, including that by 
Dr. Ken Frisof and UHCAN, which is 
the Universal Health Care Action Net-
work, Bill Vaughan at Consumers 
Union, and from numerous health care 
advocates in New Mexico, including 
Community Action New Mexico, 
Health Action New Mexico, Health 
Care for All Campaign of New Mexico, 
New Mexico Center on Law and Pov-
erty, New Mexico Health Choices Ini-
tiative, New Mexico POZ Coalition, 
New Mexico Public Health Association, 
New Mexico Religious Coalition for Re-
productive Choice, New Mexico Pro-
gressive Alliance for Community Em-
powerment, and the Health Security 
for New Mexicans Campaign, which in-
cludes 115 organizations based in the 
State. 

Support from all stakeholders in our 
nation’s health care system has been 
sought and I would like to thank the 
many organizations from New Mexico 
for their support and input to this leg-
islation. There is great urgency in New 
Mexico because our State, like all of 
those along the U.S.-Mexico border, 
faces a severe health care crisis. In 
fact, New Mexico ranks second only to 
Texas in the percentage of its citizens 
who are uninsured. New Mexico is also 
the only state in the country with less 
than half of its population having pri-
vate health insurance coverage. 

A rather shocking statistic, which 
also continues to worsen, is that one 
out of every three Hispanic citizens are 
uninsured. In fact, less than 43 percent 
of the Hispanic population now has em-
ployer-based coverage nationwide, 

which is in sharp comparison to the 68 
percent of non-Hispanic whites who 
have employer-based coverage. 

The State has also enacted its own 
health reform plan called the State 
Coverage Initiative, or SCI in July 
2005. SCI is a public/private partnership 
that is intended to expand employer- 
sponsored insurance and was developed 
in part with grant funding from the 
Robert Wood Johnson Foundation. As 
of May 1, there were just over 4,500 peo-
ple covered by this initiative and there 
are efforts to expand this effort to 
cover over 20,000 individuals. With fed-
eral support for my State, the hope 
would be to further expand coverage to 
as many New Mexicans as possible. 

It is also important to note that the 
legislation encourages reforms at both 
the state and local levels of govern-
ment. Senator VOINOVICH, as former 
Mayor of Cleveland, suggested lan-
guage that would capture community- 
based efforts as well. Illinois, Georgia, 
Michigan, and Oregon have all initi-
ated efforts at the local level for re-
form, including what is known as the 
‘‘three-share’’ programs in Illinois and 
Michigan. These initiatives have em-
ployers, employees, and the commu-
nity each pick up about one-third of 
the cost of the program. 

Jeaneane Smith, deputy adminis-
trator in the Office of Oregon Health 
Policy and Research was quoted in a 
recent Academy Health publication 
saying, ‘‘In recent years it has become 
apparent that there is a need to con-
sider both state- and community-level 
approaches to improved access. We 
want to learn how best to support com-
munities as they play an integral part 
in addressing the gaps in coverage.’’ 

Our hope is to spawn as much cre-
ative innovation as possible. Brookings 
Institute Senior Health Fellow Henry 
Aaron and Heritage Foundation Vice 
President Stuart Butler wrote a Health 
Affairs article in March 2004 that lays 
out the foundation for this legislative 
effort. They argue that while we re-
main unable to reconcile how best to 
expand coverage at the federal level, 
we can agree to support states in their 
efforts to try widely differing solutions 
to health coverage, cost containment, 
and quality improvement. As they 
write, ‘‘This approach offers both a 
way to improve knowledge about how 
to reform health care and a practical 
way to initiate a process of reform. 
Such a pluralist approach respects the 
real, abiding differences in politics, 
preferences, traditions, and institu-
tions across the nation. It also implies 
a willingness to accept differences over 
an extended period in order to make 
progress. And it recognizes that per-
mitting wide diversity can foster con-
sensus by revealing the strengths and 
exposing the weaknesses of rival ap-
proaches.’’ 

The most important message that I 
hope this bill carries is that we must 
stop having the perfect be the enemy of 
the good. This proposal is certainly not 
perfect but we hope it makes a very 
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important contribution to addressing 
our nation’s health care crisis. 

In addition to Dr. Garson, Mr. Aaron, 
Mr. Butler, and Dr. Frisof, I would like 
to express my appreciation to Dan 
Hawkins at the National Association of 
Community Health Centers, Bill 
Vaughan at Consumers Union, and both 
Jack Meyer and Stan Dorn at ESRI for 
their counsel and guidance on health 
reform and this legislation. 

I would also like to commend the 
American College of Physicians, or 
ACP, for their outstanding leadership 
on the issue of the uninsured and for 
their willingness to support a variety 
of efforts to expand health coverage. 
ACP has been a longstanding advocate 
for expanding health coverage and has 
authored landmark reports on the im-
portant role that health insurance has 
in reducing people’s morbidity and 
mortality. In fact, to cite the conclu-
sion of one of those studies, ‘‘Lack of 
insurance contributes to the 
endangerment of the health of each un-
insured American as well as the collec-
tive health of the nation.’’ 

And finally, I would also thank the 
many people at the Robert Wood John-
son Foundation on their forethought 
and knowledge on all the issues con-
fronting the uninsured. Their efforts to 
maintain the focus and dialogue on ad-
dressing the uninsured has kept the 
issue alive for many years. 

I hope we can break the gridlock and 
urge my colleagues to support this im-
portant legislation. 

I would ask for unanimous consent 
for a Fact Sheet and copy of the Health 
Affairs article entitled ‘‘How Fed-
eralism Could Spur Bipartisan Action 
on the Uninsured’’ be printed in the 
RECORD. 

There being no objection, the mate-
rial was ordered to be printed in the 
RECORD, as follows: 

THE HEALTH PARTNERSHIP ACT 
Introduced by Senators Voinovich and 

Bingaman in May 2006—‘‘A bill to provide for 
innovation in health care through state ini-
tiatives that expand coverage and access and 
improve quality and efficiency in the health 
care system.’’ 

The Health Partnership Act, cosponsored 
by U.S. Senators Voinovich (R–OH) and 
Bingaman (D–NM), is a first step to move be-
yond the political deadlock that has pre-
vented the United States from finding paths 
to affordable, quality health care for all. For 
decades, national solutions have proven im-
possible to attain because of sharp dif-
ferences on how to pay for and organize 
health care services. The Health Partnership 
Act breaks through the impasse. It creates 
partnerships among the federal government, 
state governments, private payers and 
health care providers to implement different 
approaches to achieve sustainable reform 
that provides affordable, quality health care 
for all. It demonstrates federal leadership on 
health care through establishing a mecha-
nism by which federal dollars are committed 
to states to reduce the number of uninsured 
and to improve the quality of health care for 
all. 

A creative new bipartisan initiative to 
move beyond political deadlock and a poten-
tial first step towards affordable quality 
health care for all. 

THE FEDERAL LEVEL 

Federal dollars will fund five-year State 
Health Care Expansion and Improvement 
Grants. The amount of federal funding for 
new grants will be determined annually in 
the budgetary process. 

The bill establishes a bipartisan State 
Health Innovation Commission composed of 
national, state and local leaders that will: 

Issue requests for proposals. 
Establish, in collaboration with an organi-

zation such as the Institute of Medicine, 
minimum performance standards and 5-year 
goals. 

Provide states with a ‘‘toolkit’’ of reform 
options, such as single-payer systems, public 
program expansions, pay-or-play mecha-
nisms, tax credit incentives, health savings 
accounts, etc. 

Ensure the maintenance of Medicaid—pro-
hibiting restrictive rule changes that would 
limit eligibility or benefits. 

Recommend to Congress which grants to 
support, giving preference to states maxi-
mizing the reduction in numbers of the unin-
sured. 

Monitor the progress of programs and pro-
mote information exchange on what works. 

Recommend ways to minimize negative ef-
fects on national employer groups, providers 
and insurers related to differing state re-
quirements. 

STATE LEVEL 

Each state applying for a grant will de-
velop a health care plan to increase cov-
erage, improve quality and reduce costs, 
with specific targets for reduction in the 
number of uninsured and the costs of admin-
istration. 

States will receive renewable grants for 
five-year expansion and improvement pro-
grams. 

States will receive from the federal level 
technical assistance, if requested, for devel-
oping proposals. 

Each state plan would address: 
Coverage by describing the process and set-

ting a 5-year target for reducing the number 
of uninsured individuals in the state. 

Quality by providing a plan to increase 
health care effectiveness, efficiency, timeli-
ness, and equity while reducing health dis-
parities and medical errors. 

Costs by developing and implementing sys-
tems to improve the efficiency of health 
care, including a 5-year target to reduce ad-
ministrative costs and paperwork burdens. 

Information technology by designing the 
appropriate use of health information tech-
nology to improve infrastructure, to expand 
the availability of evidence-based medical 
and to provide outcomes data to providers 
and patients. 

STATES IN THE LEAD: LESSONS ON THE PROCESS 
OF MAKING CHANGE 

Given the inaction of the federal govern-
ment on health care access issues, states 
have begun to address these challenges cre-
atively with sensitivity to local ideas and 
conditions. Dozens of states are considering 
new proposals. Five have already acted. 

Maine, June 2003—the Dirigo Health Plan. 
California, October 2003—phased-in Em-

ployer Mandate (repealed by ballot initia-
tive, November 2004). 

Illinois, September 2005—Health Care for 
All Children. 

Maryland, January 2006—Fair Share 
Health Care (employer mandate for the larg-
est employers). 

Massachusetts, April 2006—Massachusetts 
Health Reform Package—with both an indi-
vidual and an employer mandate. 

The recently passed Massachusetts law de-
serves special attention because it is the 
first one enacted cooperatively with a di-

vided government—a strongly Democratic 
state legislature and a Republican governor. 

The detailed policy particulars in each of 
these state measures are controversial, with 
strong supporters and strong detractors. But 
they teach us a lot about the process of re-
forming health care in America. 

State political leadership at the highest 
level is necessary. 

Active consumer advocacy plays an impor-
tant role. 

Some stakeholder leadership must be will-
ing to put the larger public interest above 
their own narrow economic self-interest. 

The proposals have implementation phased 
in over several years. 

It is easier for these proposals to expand 
access than to restrain the growth of costs— 
the latter being critical to make them sus-
tainable over the long term. 

Massachusetts, in particular, dem-
onstrated how modest federal financial in-
centives (in this case the threatened loss of 
less than 1⁄10 of federal Medicaid funding) can 
provide the critical stimulus for leaders to 
come together to create comprehensive re-
form. 

POLITICAL ADVANTAGES OF THE HEALTH 
PARTNERSHIP ACT 

The Health Partnership Act provides posi-
tive multi-year financial incentives to states 
to address these issues, making it more like-
ly for them to take the first steps and less 
likely to backslide when money concerns 
arise. 

Congress need not pick just one path to 
health care for all. Members may be willing 
to let other states try models that they 
would oppose in their home states. 

Allowing states to design their own plans, 
based on simple federal standards, has the 
potential to break through the current polit-
ical deadlock. Breakthroughs in some states 
could be replicated elsewhere. 

Advocacy is needed concurrently at the 
state and federal levels, with each rein-
forcing the other. 

Federal support has the potential to coun-
teract likely opposition by special interests 
in state efforts. 

POLICY ADVANTAGES OF THE HEALTH 
PARTNERSHIP ACT 

The process of implementing a variety of 
partnerships recognizes that one national 
plan may not address the differences among 
states and encourages states to address cre-
atively their own needs. 

Lessons learned in testing diverse state 
plans would benefit other states and national 
reform. 

HOW FEDERALISM COULD SPUR BIPARTISAN 
ACTION ON THE UNINSURED 

(By Henry J. Aaron and Stuart M. Butler) 
Nearly everyone thinks that something 

should be done to reduce the number of 
Americans lacking health insurance. Unfor-
tunately, while numerous plans exist on how 
to reach that goal, few agree on any one. In 
deed, as authors we disagree on how best to 
extend and assure health insurance coverage. 
Nonetheless, we believe that using the plu-
ralism and creative power of federalism is 
the best way to break the political logjam 
and to discover the best way to expand cov-
erage. 

Accordingly, we believe that states should 
be strongly encouraged to try any of a wide 
range of approaches to increasing health in-
surance coverage and rewarded for their suc-
cess. This approach offers both a way to im-
prove knowledge about how to reform health 
care and a practical way to initiate a process 
of reform. Such a pluralist approach respects 
the real, abiding differences in politics, pref-
erences, traditions, and institutions across 
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the nation. It also implies a willingness to 
accept differences over an extended period in 
order to make progress. And it recognizes 
that permitting wide diversity can foster 
consensus by revealing the strengths and ex-
posing the weaknesses of rival approaches. 

Despite our abiding disagreements on 
which substantive approach to extending 
coverage is best, we believe that people of 
goodwill must be prepared to countenance 
the testing of ideas they oppose if progress is 
to be made. Moreover, we believe that there 
is no hope for legislation to begin to trans-
form the largest U.S. industry—health care— 
unless such legislation enjoys strong support 
from both major political parties. 

USING FEDERALISM TO SPUR ACTION 
Proposals to reduce the number of unin-

sured Americans abound. Some favor expand-
ing government programs, such as Medicaid. 
Others favor refundable tax credits to help 
families buy private health insurance. Still 
others favor regulatory approaches, such as 
changes in insurance rules. But working to-
gether in health care to achieve a goal 
shared by virtually everyone has proved to 
be impossible. One reason for this is that the 
capacity to reach substantive compromise in 
Washington has seriously eroded. Among the 
causes is the widespread view that reforming 
the complex health care system requires 
very carefully designed and internally con-
sistent actions. Some say that it is like 
building a new airplane: Unless all the key 
parts are there and fit together perfectly, 
the airplane will not fly. Thus, many pro-
ponents of particular approaches fear that 
abandoning key components of their pro-
posals to achieve a compromise will prevent 
a fair test of their favored approach and lead 
to failure. Another obstacle is that many 
lawmakers believe that approaches that 
might conceivably work in one part of the 
country, given the cultural, philosophical, or 
health industry conditions prevailing there, 
will not work in their state or district be-
cause of different local conditions. This view 
leads many in Congress to resist proposals 
that might work in some areas because they 
believe that those proposals could make 
things worse for their constituents. 

These and other factors have stalled efforts 
to extend health insurance and achieve other 
reforms for decades. The enactment of Medi-
care and Medicaid stands as one notable— 
and instructive—exception to that pattern. 
Medicare sprang from comprehensive social 
insurance initiatives of congressional Demo-
crats, Medicaid from limited needs based ap-
proaches of congressional Republicans. The 
passage of each program was possible only 
because the two initiatives were linked in 
the form of a trade-off, not so much by 
blending some elements of each approach but 
by moving forward with two programs in 
parallel: Medicare for the elderly and dis-
abled, and Medicaid for the poor of all ages. 
That experience illustrates a principle of 
politics: that progress often requires com-
bining elements of competing proposals into 
a hybrid legislative initiative, in which in-
ternally consistent approaches operate in 
parallel. 

In our view, federalism offers a promising 
approach to the challenge of building sup-
port to tackle the problem of uninsurance. 
While proponents of nationwide measures to 
introduce health insurance tax credits, or to 
extend Medicare or the State Children’s 
Health Insurance Program (SCHIP) to other 
groups, should of course continue to make 
their case for national policies, we empha-
size an initiative designed to support states 
in launching a variety of localized initia-
tives. Under this process, the federal govern-
ment would reward states that agreed to test 
comprehensive and internally consistent 

strategies that succeeded in extending cov-
erage within their borders. In contrast to 
block grants, federal-state covenants would 
operate within congressionally specified pol-
icy constraints designed to achieve national 
goals for extending health insurance. These 
covenants would include plans ranging from 
heavy government regulation to almost 
none, as long as the plans were consistent 
with the broad goals and included specified 
protections. States could also select items 
from a federally designed ‘‘policy toolbox’’ 
to include in their proposals. Allowable state 
plans would include forms of single-payer 
plans, employer mandates, mandatory indi-
vidual purchase of privately offered insur-
ance, tax credits, and creative new ap-
proaches. States would be free not to under-
take such experiments and continue with the 
current array of programs, but sizable finan-
cial incentives would be offered to those that 
chose to experiment and financial rewards 
given to those that achieve agreed-upon 
goals. 

The model we propose builds upon pro-
posals we have outlined elsewhere. It is also 
compatible with some other federalism ap-
proaches, such as the plan advanced by the 
Institute of Medicine. We favor a wide diver-
sity of federal-state initiatives for three rea-
sons. First, fostering a bold program in a 
state will produce much information that 
will aid the policy discovery process. Suc-
cesses will encourage others to follow, while 
unanticipated problems will force redesign 
or abandonment and will be geographically 
contained. Second, encouraging bold state 
action will quickly and directly extend cov-
erage to many of the uninsured. Instead of 
facing continued national inaction or the po-
tential for disruption of state initiatives by 
future federal action, states would have the 
incentive and freedom to act decisively. 
Third, we see no evidence of an emerging 
consensus on how to deal with these prob-
lems at the national level. But our proposal 
is based on the observation that advocates of 
rival plans trust their preferred approaches 
enough to believe that a real-life version 
would persuade opponents and create a con-
sensus. Not all can be right, of course, but all 
advocates of health insurance reform, like 
residents of Lake Wobegon, seem to believe 
that their plans are above average. Thus, 
they should be open to the idea of testing di-
verse proposals. Our proposal is a process to 
enable policymakers to discover which is 
right, either for the whole country or for a 
region. 

CORE ELEMENTS 
We propose that Congress provide financial 

assistance and a legal framework to trigger 
a diverse set of federal-state initiatives. To 
help break the impasse in Congress over 
most national approaches, we propose steps 
designed to enable ‘‘first choice’’ political 
ideas to be tried in limited areas, with the 
support of states and through the enactment 
of a federal ‘‘policy toolbox’’ of legislated ap-
proaches that would be available to states 
but not imposed on them. Our view is that 
elected officials would be prepared to author-
ize some approaches now bottled up in Con-
gress if they knew that the approach would 
not be imposed on their states. Our proposed 
strategy would contain six key elements. 

Goals and protections. First, Congress 
would set certain goals and general protec-
tions. Goals would be established for extend-
ing coverage, and perhaps improving the cov-
erage of some of those with inadequate cov-
erage today. One such goal could be a per-
centage reduction in the number of unin-
sured people in a state. The more precise the 
goals, the more contentious they are likely 
to be. But clear and measurable goals under 
the proposed covenants are necessary if the 

system of financial rewards described below 
is to work effectively. 

What is ‘‘insurance’’? For a coverage goal 
to mean anything, it would have to define 
what constitutes ‘‘insurance.’’ Specifying 
adequate coverage in health care is no easier 
than quantifying an adequate high school 
education, and when money follows success, 
drafting such definitions becomes even more 
difficult. 

In defining what is meant by adequate in-
surance, agreement on two characteristics is 
vital: the services to be covered and the max-
imum residual costs (deductibles and copay-
ments) that the insured must bear. States 
could be more generous than these stand-
ards. Instead of speciying precisely what 
states must do in each of these dimensions, 
we suggest that Congress establish a re-
quired actuarial minimum—such as the cost 
of providing the benefit package of the Fed-
eral Employees Health Benefits Program 
(FEHBP) for the state’s population—as the 
standard, with states retaining considerable 
latitude on which services to include and 
how much cost sharing to require. Whether 
to set this actuarial standard high or low 
will be controversial and will determine the 
overall cost to the federal government of 
eliciting state participation. 

Both high and low benefit standards suffer 
from well-known problems. High standards 
would raise program costs and weaken indi-
viduals’ incentives to be prudent purchasers 
of health care. Low standards expose pa-
tients to sizable financial risk and raise 
questions about whether to restrict patients’ 
right to buy supplemental coverage. Thus, 
federal legislation would not specify the con-
tent of insurance plans beyond some such ac-
tuarial amount. States would then be free to 
design plans as they wish, although certain 
types of plans might be presumptively ac-
ceptable (see below), and others could be ne-
gotiated as part of a covenant. The exact 
mix of benefits could vary within reason, but 
no further limits would be imposed. One goal 
of this approach, after all, is to encourage 
experimentation to generate information on 
whether particular configurations of benefits 
work better than others. It might turn out, 
for example, that states would adopt quite 
different plans with similar actuarial values. 
One group might opt for high deductible 
plans covering a wide range of services with 
no cost sharing above the deductible and 
generous relief from the deductible for the 
poor, while others might adopt a system 
with low deductibles and modest cost shar-
ing but covering a much narrower range of 
benefits. Discovering how individuals’ and 
providers’ attitudes and behavior differ 
under such plans and how health outcomes 
vary would provide valuable information for 
private health insurance planners and gov-
ernment officials. 

Protections for individuals. In addition to 
the definitional question, the question also 
arises, What limitations and protections 
should be applied to state experiments? If a 
simple net reduction in uninsurance guaran-
teed a financial reward to a state, for exam-
ple, the state would have the incentive to 
drop coverage of costly high-risk adults and 
extend coverage to less costly (healthier and 
younger) workers. Some such concerns could 
be addressed in negotiating covenants, but 
some broad protections and policy ‘‘cor-
ridors’’ would be established under our pro-
posal and would be necessary to achieve po-
litical support. 

One of the most politically sensitive would 
be a primum non nocere limitation. That is, 
states could not introduce a plan that re-
duced coverage for currently insured popu-
lations, most notably the Medicaid popu-
lation, beyond some minimum amount. We 
believe that no reform proposal is likely to 
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be achievable without that restriction. Most 
Medicaid outlays in many states are not 
strictly mandated by federal law, in the 
sense that some beneficiaries and some serv-
ices for all beneficiaries are optional. States 
provide optional coverage because federal 
law permits it, and the federal match makes 
its provision attractive to states. If incen-
tives were introduced to cover the non-Med-
icaid population, states might find it finan-
cially and politically attractive to increase 
the total number of insured people by cur-
tailing Medicaid eligibility and benefits and 
using the money saved, together with federal 
support, to cover a larger number of people 
who are uninsured but less poor. 

Designing and enforcing rules to prohibit 
or limit such ‘‘insurance swapping’’ would be 
extremely challenging but politically—and, 
one could argue, morally—essential. On the 
other hand, we believe that states should 
have some opportunity to propose different 
ways of delivering the Medicaid commitment 
to the currently insured population, as long 
as the degree and quality of coverage were 
not diminished. That form of Medicaid pro-
tection could stimulate creativity and im-
provement in coverage for the poorest citi-
zens while avoiding any threat to their exist-
ing coverage. To be sure, there are disagree-
ments, including between us, on the degree 
of freedom states should have in deciding 
how to deliver the Medicaid commitment. 
Positions range from only minor tweaking to 
sweeping changes in the delivery system, 
such as allowing states to use Medicaid 
money to subsidize individual enrollment in 
an equivalent private plan. The degree of 
flexibility states should have, while main-
taining eligibility and level of coverage, is a 
difficult political issue for Congress to de-
cide. 

Acceptable state proposals would also have 
to limit cost sharing and features analogous 
to pension nondiscrimination rules. We be-
lieve that requirements, consistent with the 
general goals and protections we propose, are 
needed to ensure that lower-income house-
holds do not face unaffordable coverage. 
Without such limits, states could reduce the 
number of uninsured people and secure at-
tendant federal financial support, for exam-
ple, by instituting an individual mandate 
with a high premium that would effectively 
make insurance universal among the finan-
cially secure and do little for the poor. 
States would need to propose a fair, plausible 
way of meeting the requirement, such as by 
mandating some form of community rating 
or through a cross-subsidy to more vulner-
able populations. 

The federal government should establish 
broad guidelines, but no more. A key prin-
ciple of our proposal is that state officials 
are more likely than federal officials to de-
sign successful solutions to those problems 
that members of the policy or congressional 
staff community have failed to solve. Con-
gress can and should set the parameters, but 
it should avoid micromanagement. 

‘‘Policy toolbox’’ of federal policies and 
programs. A feature of the congressional im-
passe noted earlier is that many plausible 
health initiatives that might merit testing, 
and have support in some states, are blocked 
by other lawmakers who oppose the intro-
duction of the approach in their own state or 
across the country. Thus, we propose that 
Congress enact presumptively legitimate ap-
proaches to the expansion of health insur-
ance coverage as a ‘‘policy toolbox’’ that 
would be available to states a la carte to 
apply within their borders. Lawmakers could 
safely vote to permit an initiative, confident 
that it would not be imposed on their states. 
In this way, potentially useful policies and 
programs could be ‘‘unlocked’’ from Congress 
and become available for states to use in 
their own initiatives. 

A policy toolbox likely would include ex-
pansions of existing policies, such as raising 
income limits under Medicaid or lowering 
the age of Medicare eligibility. It could in-
clude arrangements to subsidize individual 
buy-ins to the FEHBP, refundable tax credits 
or their equivalent (perhaps with some steps 
to modify the federal income tax exclusion 
for employee-sponsored health insurance 
costs), mandating employer or individual 
coverage, or creating a single state insur-
ance plan though which everyone may buy 
subsidized coverage. 

Other possible examples might include the 
following: (1) Remove regulatory and tax ob-
stacles to churches, unions, and other orga-
nizations providing group health insurance 
plans. This could open up new forms of group 
coverage offered though organizations with 
an established membership and common val-
ues. (2) Allow Medicaid and SCHIP to cover 
additional populations, with greatly en-
hanced federal matching payments, and per-
haps to operate in very different ways—with 
appropriate safeguards to protect those who 
are covered under current law. Both federal 
welfare legislation and SCHIP, for example, 
included safeguards to preserve existing 
Medicaid coverage. (3) Extend limited federal 
Employee Retirement Income Security Act 
(ERISA) protection to large corporate health 
plans willing to enroll nonemployees, and ex-
tend the tax exclusion to those enrollees. 
This could lead in a state to expanded access 
to comprehensive coverage. (4) Provide a 
voucher to individuals designed to mimic a 
comprehensive refundable tax credit for 
health insurance. This could allow the prac-
tical issues of a major tax credit approach to 
be examined. (5) Enact legislation to make 
forms of FEHBP-style coverage available to 
broader populations within states. This 
would enable states and federal government 
to explore the issues associated with extend-
ing the program to nonfederal employees and 
retirees. (6) Enable states to establish asso-
ciation plans and other innovative health or-
ganizations. 

We emphasize that any menu of tools 
would be optional for states. None would be 
required. Members of Congress would be 
more likely to agree to the inclusion of ele-
ments they would deplore in their own states 
if they knew that no state, including their 
own, would be forced to adopt them than 
they would be in a nationally uniform sys-
tem. Some lawmakers, for instance, oppose 
association plans be cause they believe that 
such plans would disrupt successful state in-
surance arrangements. Under the menu ap-
proach, association plans would be intro-
duced only in states wishing to use them as 
part of their overall strategy. 

State proposals, federal approval. Under 
our proposed strategy, states interested in a 
bold, creative initiative would design a pro-
posal consistent with the goals and restric-
tions established by Congress. Typically this 
proposal would include some elements from 
the federal policy toolbox in conjunction 
with state initiatives. 

Needless to say, a critical congressional 
decision would concern mechanisms for ap-
proving state plans and monitoring state 
performance. States would no doubt seek to 
take advantage of every financial oppor-
tunity to game the system and to stretch 
agreements to the limit, as the almost zany 
history of the Medicaid upper payment level 
(UPL) controversy makes painfully clear. 
Yet monitoring state behavior, determining 
state violations, and enforcing penalties on 
states is enormously difficult. Moreover, the 
entity could (and we think should) have the 
power to negotiate parts of a proposal, not 
merely approve or reject it, so that refine-
ments could be made consistent with 
Congress’s objectives. 

But what entity should this be? It might 
seem natural to designate an executive agen-
cy that reports to the president, such as the 
Department of Health and Human Services 
(HHS). We suspect, however, that many 
members of Congress would refuse to cede so 
much selection authority to another branch 
of government and that roughly half would 
fear partisan decisions by an administration 
of the ‘‘other’’ party. Congress would likely 
insist on adding suffocating selection cri-
teria and other restrictions to executive de-
partment decisions, jeopardizing the very 
creativity we intend. Thus, we favor instead 
an existing or newly created body that has 
independence but ultimately answers to Con-
gress. A new bipartisan body might perform 
this function with members selected by Con-
gress and the administration or with mem-
bers also representing the states, with tech-
nical advice from the U.S. Government Ac-
countability Office (GAO). This body would 
evaluate and negotiate draft state proposals 
according to the general requirements speci-
fied by Congress and then present a rec-
ommended ‘‘slate’’ of proposals to Congress 
for an up-or-down vote without amendment. 
Once the state proposals had been selected, 
HHS would be responsible for implementing 
the program. 

Bipartisan willingness to authorize state 
programs and to appropriate sufficient funds 
to elicit state participation also requires 
that members of Congress believe that ap-
proaches they find congenial will receive a 
fair trial and agree that approaches they re-
ject will also receive a fair trial. Unfortu-
nately, current federal legislation makes 
two key approaches difficult to implement in 
individual states or even groups of states: a 
single-payer plan and an individual mandate 
combined with refundable tax credits. A fed-
eralist approach should include mechanisms 
that would enable states to give such pro-
posals as fair and complete a test as possible, 
both because that would provide valuable in-
formation and because the political support 
of their advocates is important in Congress. 

Crafting a single-payer experiment. 
ERISA, which exempts self-insured plans 
from state regulation, is the primary tech-
nical obstacle to testing single-payer plans. 
The political sensitivity to modifications in 
ERISA is difficult to exaggerate. Any at-
tempt to carve out an exception from ERISA 
for state programs to extend cover age would 
probably doom federal legislation. But states 
could create ‘‘wrap around’’ plans to cover 
all who are not currently insured, or even to 
cover all who are not insured under plans ex-
empted by ERISA from state regulation. 
While such an arrangement would not be a 
single-payer plan, it could achieve universal 
coverage, which is one defining char-
acteristic of single-payer plans, and arguably 
be sufficient for a valid test. After all, the 
U.S. health care system is characterized by 
different subsystems for certain populations 
and has a form of single-payer coverage for 
military veterans. But of course the real test 
is whether advocates of single-payer plans 
regard such a limited arrangement as a fair 
trial. 

An individual tax credit approach. The ob-
stacles to a state level individual mandate 
with a refundable credit are also serious and 
complicated. We presume that an individual 
mandate would require some contribution 
from people with incomes above defined lev-
els. Such a mandate raises both political and 
practical questions. Testing federal tax re-
form in selected geographic areas also raises 
constitutional and practical issues, although 
advocates of the approach maintain that 
other site-specific programs involving fed-
eral tax changes, such as enterprise zones, 
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have passed muster. In addition, for a lim-
ited experiment it might be possible to de-
sign subsidy programs that would mimic tax 
relief. 

Administering a refundable tax credit 
would pose formidable difficulties for some 
states, particularly those that do not have a 
personal income tax. In all states, the logis-
tics of providing a credit with reasonable ac-
curacy on a timely basis would be chal-
lenging. So, too, would deciding how to ad-
dress such administrative problems as house-
holds that live in one state yet work in an-
other. Advocates for tax credits say they 
have solutions to these and similar chal-
lenges, just as supporters of single-payer ap-
proaches or employer mandates claim to 
have answers to challenges facing those ap-
proaches. For instance, some maintain that 
the employment-based tax withholding sys-
tem could serve as a vehicle for refundable 
credits or equivalent subsidies and would 
make individual enrollment practical. 
Whether or not they are right is of course 
disputed by their critics. The beauty of a 
‘‘put up or shut up’’ federalism initiative is 
that it offers a chance for advocates to offer 
such solutions in practice instead of in the-
ory. 

Using ‘‘managed federalism’’ to build sup-
port? Deciding how many states could qual-
ify for experiments is an open political and 
technical question. One approach would be to 
limit it to a few states. This would limit 
costs but has little else to be said for it. Ac-
cordingly, we would favor opening the pro-
gram to all states wishing to accept a federal 
offer. Nevertheless, we recognize that some 
lawmakers would be reluctant to vote for a 
process of federal-state innovation unless 
they were sure that certain ‘‘generic’’ or 
‘‘standard’’ approaches were included—espe-
cially if the number of states in the program 
were to be limited. In particular, we believe 
that our proposal can win congressional sup-
port only if liberals and conservatives alike 
are fully convinced that the approaches each 
holds dear will receive a fair and full trial in 
practice. 

While we believe that any state initiative 
that meets approval should be welcomed, po-
litical considerations thus might require 
that no state’s proposal would be approved 
unless a sufficient range of acceptable 
variants was proposed. For example, strong 
advocates of market-based or single-payer 
approaches might find the federalism option 
acceptable only if each was confident that 
favored approaches would be tested. 

Adequate data collection. To determine 
whether a state was actually making 
progress toward a goal, accurate and timely 
data would be needed. These data would in-
clude surveys of insurance coverage, with 
sufficient detail to provide state-level esti-
mates. Such surveys would be essential to 
show whether the states were making 
progress in extending health insurance cov-
erage. They are vital to the success of the 
whole approach because payments to states 
(apart from modest planning assistance) 
should be based on actual progress in extend-
ing coverage, not on compliance with proce-
dural milestones. 

Congress should also assure that states re-
port on use of health services, costs, health 
status, and any other information deemed 
necessary to judge the relative success of 
various approaches to extending coverage. 
Only a national effort could ensure that data 
are comparable across states. States’ co-
operation with data collection would be one 
element of the determination of whether a 
state was in compliance with its covenant 
and was therefore eligible for full incentive 
payments. The experience with state waivers 
under welfare before enactment of the 1996 
welfare reform clearly illustrates the power 

and importance of such data collection. The 
cumulative effect of the reports showing the 
effectiveness of welfare-to-work require-
ments in reducing rolls, increasing earnings, 
and raising recipients’ satisfaction trans-
formed the political environment and made 
welfare reform inescapable. 

Rewarding progress. Congress would design 
a formula under which states would be re-
warded for their progress in meeting the 
agreed federal-state goals of extending insur-
ance coverage. As experience with countless 
grant programs attests, haggling over such 
formulas can become politics at its 
grubbiest, with elected officials voting solely 
on the basis of what a particular formula 
does for their districts. Even without polit-
ical parochialism, designing a formula that 
rewards progress fairly is no easy task. For 
one thing, states will be starting from quite 
different places. The proportion of states’ 
uninsured populations under age sixty-five 
during 1997–1999 ranged from 27.7 percent in 
New Mexico and 26.8 percent in Texas to 9.6 
percent in Rhode Island and 10.5 percent in 
Minnesota and Hawaii. Designing an incen-
tive formula to reward progress amid such 
diverse conditions is both an analytical and 
a political challenge. Moreover, the per cap-
ita cost of health care varies across the na-
tion, which further complicates the assess-
ment of progress. The cost of extending cov-
erage depends on the geographic location, in-
come, and health status of the uninsured 
population. Having financial access may be 
hollow in communities where services are 
physically unavailable or highly limited. Ex-
tending coverage may require supply-side 
measures to supplement financial access. 

We believe that the only way to design 
such a formula is to remove the detailed de-
sign decisions from congressional micro-
management. We suggest that Congress be 
asked to adopt the domestic equivalent of 
‘‘fast-track’’ trade negotiation rules or base- 
closing legislation. Under this arrangement, 
Congress would designate a body appointed 
in equal numbers by the two parties, to de-
sign an incentive formula that Congress 
would agree to vote up or down, without 
amendments. Such a formula would have to 
recognize the different positions from which 
various states would start. Any acceptable 
formula would have to reward both absolute 
and relative reductions in the proportions of 
uninsured people. Whether financial incen-
tives would be offered for other dimensions 
of performance and how performance would 
be measured constitute additional important 
challenges. 

Sources of funding. Bleak budget prospects 
could cause one to give up on this or any 
other attempt to extend health insurance 
coverage broadly. But as recent history 
amply illustrates, the political and budg-
etary weather can change dramatically and 
with little notice. What funding approach 
would be desirable if funds were available? 
Under our proposal, the federal funding 
would be intended for several broad purposes: 
(1) A large portion of the money would be 
used to help states actually fund approaches 
to be tested. (2) Some funding (perhaps with 
assistance from private foundations) would 
provide national support and technical as-
sistance to states. A model to consider for 
such support is the Health Resources and 
Services Administration (HRSA) State Plan-
ning Grants program, which both funds state 
planning activities and provides federal sup-
port and technical assistance. (3) Some funds 
would cover the cost of independent perform-
ance monitoring. (4) Some funds would be set 
aside to reward states for meeting the goals 
in their agreed-upon plan. Congress might 
consider an automatic ‘‘performance bonus’’ 
system similar to the mechanism used in 
welfare reform. Congress could also consider 

withholding the periodic release of part of a 
state’s grant pending a periodic assessment 
by the independent monitor of the degree to 
which the state is accomplishing the objec-
tives specified in its covenant. Only those 
states willing to offer proposals designed to 
achieve the national goals would be eligible 
for a share of the funding or for the menu of 
federal policy tools. A state could decline to 
offer a proposal and remain under current 
programs. 

Federalism enables the states to undertake 
innovative approaches to challenges facing 
the United States. Federal legislation often 
grants states broad discretion in designing 
even those programs for which the federal 
government bears much or most of the cost. 
In health care as well as education or wel-
fare, states have been the primary 
innovators. But the federal government lim-
its, shapes, and facilitates such innovation 
through regulation, taxation, and grants. 
Such a partnership is bound to be marked by 
conflict and tension as state and federal in-
terests diverge. 

A creative federalism approach of the kind 
we propose would change the dynamics of 
discovering better ways to expand insurance 
coverage, just as a version of this approach 
triggered a radical change in the way states 
addressed welfare dependency. By actually 
testing competing approaches to reach com-
mon goals, rather than endlessly debating 
them, the United States is far more likely to 
find the solution to the perplexing and seem-
ingly intractable problem of uninsurance. 

f 

SUBMITTED RESOLUTIONS 

SENATE RESOLUTION 471—RECOG-
NIZING THAT, DURING NATIONAL 
FOSTER CARE MONTH, THE 
LEADERS OF THE FEDERAL, 
STATE, AND LOCAL GOVERN-
MENTS SHOULD PROVIDE LEAD-
ERSHIP TO IMPROVE THE CARE 
GIVEN TO CHILDREN IN FOSTER 
CARE PROGRAMS 
Mr. COLEMAN (for himself, Ms. LAN-

DRIEU, and Mr. CRAIG) submitted the 
following resolution, which was consid-
ered and agreed to: 

S. Res 471 

Whereas more than 500,000 children are in 
foster care programs throughout the United 
States; 

Whereas, while approximately 1⁄4 of all 
children in foster care programs are avail-
able for adoption, only about 50,000 foster 
children are adopted each year; 

Whereas many of the children in foster 
care programs have endured— 

(1) numerous years in the foster care sys-
tem; and 

(2) frequent moves to and from foster 
homes; 

Whereas approximately 50 percent of foster 
care children have been placed in foster care 
programs for longer than 1 year; 

Whereas 25 percent of foster care children 
have been placed in foster care programs for 
at least 3 years; 

Whereas children who spend longer 
amounts of time in foster care programs 
often experience worse outcomes than chil-
dren who are placed for shorter periods of 
time; 

Whereas children who spend time in foster 
care programs are more likely to— 

(1) become teen parents; 
(2) rely on public assistance when they be-

come adults; and 
(3) interact with the criminal justice sys-

tem; 
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Whereas Federal, State, and local govern-

ments— 
(1) share a unique relationship with foster 

children; and 
(2) have removed children from their 

homes to better provide for the safety, per-
manency, and well-being of the children; 

Whereas unfortunately, studies indicate 
that Federal, State, and local governments 
have not been entirely successful in caring 
for foster children; 

Whereas Congress recognizes the commit-
ment of Federal, State, and local govern-
ments to ensure the safety and permanency 
of children placed in foster care programs; 
and 

Whereas every child deserves a loving fam-
ily: Now, therefore, be it 

Resolved, That the Senate— 
(1) recognizes— 
(A) May 2006 as ‘‘National Foster Care 

Month’’; and 
(B) that, during National Foster Care 

Month, the leaders of the Federal, State, and 
local governments should rededicate them-
selves to provide better care to the foster 
children of the United States; and 

(2) resolves to provide leadership to help 
identify the role that Federal, State, and 
local governments should play to ensure that 
foster children receive appropriate parenting 
throughout their entire childhood. 

f 

AMENDMENTS SUBMITTED AND 
PROPOSED 

SA 3861. Mr. SMITH submitted an amend-
ment intended to be proposed by him to the 
bill S. 1955, to amend the title I of the Em-
ployee Retirement Security Act of 1974 and 
the Public Health Service Act to expand 
health care access and reduce costs through 
the creation of small business health plans 
and through modernization of the health in-
surance marketplace; which was ordered to 
lie on the table. 

SA 3862. Mr. KERRY submitted an amend-
ment intended to be proposed by him to the 
bill S. 1955, supra; which was ordered to lie 
on the table. 

SA 3863. Mr. SMITH submitted an amend-
ment intended to be proposed by him to the 
bill S. 1955, supra; which was ordered to lie 
on the table. 

SA 3864. Mr. SMITH submitted an amend-
ment intended to be proposed by him to the 
bill S. 1955, supra; which was ordered to lie 
on the table. 

SA 3865. Mr. SMITH submitted an amend-
ment intended to be proposed by him to the 
bill S. 1955, supra; which was ordered to lie 
on the table. 

SA 3866. Mr. SMITH submitted an amend-
ment intended to be proposed by him to the 
bill S. 1955, supra; which was ordered to lie 
on the table. 

SA 3867. Ms. SNOWE submitted an amend-
ment intended to be proposed by her to the 
bill S. 1955, supra; which was ordered to lie 
on the table. 

SA 3868. Mr. OBAMA submitted an amend-
ment intended to be proposed by him to the 
bill S. 1955, supra; which was ordered to lie 
on the table. 

SA 3869. Mr. OBAMA submitted an amend-
ment intended to be proposed by him to the 
bill S. 1955, supra; which was ordered to lie 
on the table. 

SA 3870. Mr. OBAMA submitted an amend-
ment intended to be proposed by him to the 
bill S. 1955, supra; which was ordered to lie 
on the table. 

SA 3871. Mrs. FEINSTEIN (for herself, Mr. 
DORGAN, Mr. BINGAMAN, and Ms. STABENOW) 
submitted an amendment intended to be pro-
posed by her to the bill S. 1955, supra; which 
was ordered to lie on the table. 

SA 3872. Mr. KERRY submitted an amend-
ment intended to be proposed by him to the 
bill S. 1955, supra; which was ordered to lie 
on the table. 

SA 3873. Mr. LEAHY submitted an amend-
ment intended to be proposed by him to the 
bill S. 1955, supra; which was ordered to lie 
on the table. 

f 

TEXT OF AMENDMENTS 

SA 3861. Mr. SMITH submitted an 
amendment intended to be proposed by 
him to the bill S. 1955, to amend title 
I of the Employee Retirement Security 
Act of 1974 and the Public Health Serv-
ice Act to expand health care access 
and reduce costs through the creation 
of small business health plans and 
through modernization of the health 
insurance marketplace; which was or-
dered to lie on the table; as follows: 

At the appropriate place, insert the fol-
lowing: 
SECTION 1. SHORT TITLE. 

This Act may be cited as the ‘‘Local Law 
Enforcement Enhancement Act of 2005’’. 
SEC. 2. FINDINGS. 

Congress makes the following findings: 
(1) The incidence of violence motivated by 

the actual or perceived race, color, religion, 
national origin, gender, sexual orientation, 
or disability of the victim poses a serious na-
tional problem. 

(2) Such violence disrupts the tranquility 
and safety of communities and is deeply divi-
sive. 

(3) State and local authorities are now and 
will continue to be responsible for pros-
ecuting the overwhelming majority of vio-
lent crimes in the United States, including 
violent crimes motivated by bias. These au-
thorities can carry out their responsibilities 
more effectively with greater Federal assist-
ance. 

(4) Existing Federal law is inadequate to 
address this problem. 

(5) The prominent characteristic of a vio-
lent crime motivated by bias is that it dev-
astates not just the actual victim and the 
family and friends of the victim, but fre-
quently savages the community sharing the 
traits that caused the victim to be selected. 

(6) Such violence substantially affects 
interstate commerce in many ways, includ-
ing— 

(A) by impeding the movement of members 
of targeted groups and forcing such members 
to move across State lines to escape the inci-
dence or risk of such violence; and 

(B) by preventing members of targeted 
groups from purchasing goods and services, 
obtaining or sustaining employment, or par-
ticipating in other commercial activity. 

(7) Perpetrators cross State lines to com-
mit such violence. 

(8) Channels, facilities, and instrumental-
ities of interstate commerce are used to fa-
cilitate the commission of such violence. 

(9) Such violence is committed using arti-
cles that have traveled in interstate com-
merce. 

(10) For generations, the institutions of 
slavery and involuntary servitude were de-
fined by the race, color, and ancestry of 
those held in bondage. Slavery and involun-
tary servitude were enforced, both prior to 
and after the adoption of the 13th amend-
ment to the Constitution of the United 
States, through widespread public and pri-
vate violence directed at persons because of 
their race, color, or ancestry, or perceived 
race, color, or ancestry. Accordingly, elimi-
nating racially motivated violence is an im-
portant means of eliminating, to the extent 

possible, the badges, incidents, and relics of 
slavery and involuntary servitude. 

(11) Both at the time when the 13th, 14th, 
and 15th amendments to the Constitution of 
the United States were adopted, and con-
tinuing to date, members of certain religious 
and national origin groups were and are per-
ceived to be distinct ‘‘races’’. Thus, in order 
to eliminate, to the extent possible, the 
badges, incidents, and relics of slavery, it is 
necessary to prohibit assaults on the basis of 
real or perceived religions or national ori-
gins, at least to the extent such religions or 
national origins were regarded as races at 
the time of the adoption of the 13th, 14th, 
and 15th amendments to the Constitution of 
the United States. 

(12) Federal jurisdiction over certain vio-
lent crimes motivated by bias enables Fed-
eral, State, and local authorities to work to-
gether as partners in the investigation and 
prosecution of such crimes. 

(13) The problem of crimes motivated by 
bias is sufficiently serious, widespread, and 
interstate in nature as to warrant Federal 
assistance to States and local jurisdictions. 
SEC. 3. DEFINITION OF HATE CRIME. 

In this Act, the term ‘‘hate crime’’ has the 
same meaning as in section 280003(a) of the 
Violent Crime Control and Law Enforcement 
Act of 1994 (28 U.S.C. 994 note). 
SEC. 4. SUPPORT FOR CRIMINAL INVESTIGA-

TIONS AND PROSECUTIONS BY 
STATE AND LOCAL LAW ENFORCE-
MENT OFFICIALS. 

(a) ASSISTANCE OTHER THAN FINANCIAL AS-
SISTANCE.— 

(1) IN GENERAL.—At the request of a law en-
forcement official of a State or Indian tribe; 
the Attorney General may provide technical, 
forensic, prosecutorial, or any other form of 
assistance in the criminal investigation or 
prosecution of any crime that— 

(A) constitutes a crime of violence (as de-
fined in section 16 of title 18, United States 
Code); 

(B) constitutes a felony under the laws of 
the State or Indian tribe; and 

(C) is motivated by prejudice based on the 
race, color, religion, national origin, gender, 
sexual orientation, or disability of the vic-
tim, or is a violation of the hate crime laws 
of the State or Indian tribe. 

(2) PRIORITY.—In providing assistance 
under paragraph (1), the Attorney General 
shall give priority to crimes committed by 
offenders who have committed crimes in 
more than 1 State and to rural jurisdictions 
that have difficulty covering the extraor-
dinary expenses relating to the investigation 
or prosecution of the crime. 

(b) GRANTS.— 
IN GENERAL.—The Attorney General may 

award grants to assist State, local, and In-
dian law enforcement officials with the ex-
traordinary expenses associated with the in-
vestigation and prosecution of hate crimes. 

(2) OFFICE OF JUSTICE PROGRAMS.—In imple-
menting the grant program, the Office of 
Justice Programs shall work closely with 
the funded jurisdictions to ensure that the 
concerns and needs of all affected parties, in-
cluding community groups and schools, col-
leges, and universities, are addressed 
through the local infrastructure developed 
under the grants. 

(3) APPLICATION.— 
(A) IN GENERAL.—Each State that desires a 

grant under this subsection shall submit an 
application to the Attorney General at such 
time, in such manner, and accompanied by 
or containing such information as the Attor-
ney General shall reasonably require. 

(B) DATE FOR SUBMISSION.—Applications 
submitted pursuant to subparagraph (A) 
shall be submitted during the 60-day period 
beginning on a date that the Attorney Gen-
eral shall prescribe. 
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(C) REQUIREMENTS.—A State or political 

subdivision of a State or tribal official ap-
plying for assistance under this subsection 
shall— 

(i) describe the extraordinary purposes for 
which the grant is needed; 

(ii) certify that the State; political sub-
division, or Indian tribe lacks the resources 
necessary to investigate or prosecute the 
hate crime; 

(iii) demonstrate that, in developing a plan 
to implement the grant, the State, political 
subdivision, or tribal official has consulted 
and coordinated with nonprofit, nongovern-
mental victim services programs that have 
experience in providing services to victims of 
hate crimes; and 

(iv) certify that any Federal funds received 
under this subsection will be used to supple-
ment, not supplant, non-Federal funds that 
would otherwise be available for activities 
funded under this subsection. 

(4) DEADLINE.—An application for a grant 
under this subsection shall be approved or 
disapproved by the Attorney General not 
later than 30 business days after the date on 
which the Attorney General receives the ap-
plication. 

(5) GRANT AMOUNT.—A grant under this 
subsection shall not exceed $100,000 for any 
single jurisdiction within a 1 year period. 

(6) REPORT.—Not later than December 31, 
2006, the Attorney General shall submit to 
Congress a report describing the applications 
submitted for grants under this subsection, 
the award of such grants, and the purposes 
for which the grant amounts were expended. 

(7) AUTHORIZATION OF APPROPRIATIONS.— 
There is authorized to be appropriated to 
carry out this subsection $5,000,000 for each 
of fiscal years 2006 and 2007. 
SEC. 5. GRANT PROGRAM. 

(a) AUTHORITY TO MAKE GRANTS.—The Of-
fice of Justice Programs of the Department 
of Justice shall award grants, in accordance 
with such regulations as the Attorney Gen-
eral may prescribe, to State and local pro-
grams designed to combat hate crimes com-
mitted by juveniles, including programs to 
train local law enforcement officers in iden-
tifying, investigating, prosecuting, and pre-
venting hate crimes. 

(b) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated such 
sums as may be necessary to carry out this 
section. 
SEC. 6. AUTHORIZATION FOR ADDITIONAL PER-

SONNEL TO ASSIST STATE AND 
LOCAL LAW ENFORCEMENT. 

There are authorized to be appropriated to 
the Department of the Treasury and the De-
partment of Justice, including the Commu-
nity Relations Service, for fiscal years 2006, 
2007, and 2008 such sums as are necessary to 
increase the number of personnel to prevent 
and respond to alleged violations of section 
249 of title 18, United States Code, as added 
by section 7. 
SEC. 7. PROHIBITION OF CERTAIN HATE CRIME 

ACTS. 
(a) IN GENERAL.—Chapter 13 of title 18, 

United States Code, is amended by adding at 
the end the following: 
§ 249. Hate crime acts 

‘‘(a) IN GENERAL.— 
‘‘(1) OFFENSES INVOLVING ACTUAL OR PER-

CEIVED RACE, COLOR, RELIGION, OR NATIONAL 
ORIGIN.—Whoever, whether or not acting 
under color of law, willfully causes bodily in-
jury to any person or, through the use of 
fire, a firearm, or an explosive or incendiary 
device, attempts to cause bodily injury to 
any person, because of the actual or per-
ceived race, color, religion, or national ori-
gin of any person— 

‘‘(A) shall be imprisoned not more than 10 
years, fined in accordance with this title, or 
both; and 

‘‘(B) shall be imprisoned for any term of 
years or for life, fined in accordance with 
this title, or both, if— 

‘‘(i) death results from the offense; or 
‘‘(ii) the offense includes kidnaping or an 

attempt to kidnap, aggravated sexual abuse 
or an attempt to commit aggravated sexual 
abuse, or an attempt to kill. 

‘‘(2) OFFENSES INVOLVING ACTUAL OR PER-
CEIVED RELIGION, NATIONAL ORIGIN, GENDER, 
SEXUAL ORIENTATION, OR DISABILITY.— 

‘‘(A) IN GENERAL.—Whoever, whether or not 
acting under color of law, in any cir-
cumstance described in subparagraph (B), 
willfully causes bodily injury to any person 
or, through the use of fire, a firearm, or an 
explosive or incendiary device, attempts to 
cause bodily injury to any person, because of 
the actual or perceived religion, national or-
igin, gender, sexual orientation, or disability 
of any person— 

‘‘(i) shall be imprisoned not more than 10 
years, fined in accordance with this title, or 
both; and 

‘‘(ii) shall be imprisoned for any term of 
years or for life, fined in accordance with 
this title, or both, if— 

‘‘(I) death results from the offense; or 
‘‘(II) the offense includes kidnaping or an 

attempt to kidnap, aggravated sexual abuse 
or an attempt to commit aggravated sexual 
abuse, or an attempt to kill. 

‘‘(B) CIRCUMSTANCES DESCRIBED.—For pur-
poses of subparagraph (A), the circumstances 
described in this subparagraph are that— 

‘‘(i) the conduct described in subparagraph 
(A) occurs during the course of, or as the re-
sult of, the travel of the defendant or the 
victim— 

‘‘(I) across a State line or national border; 
or 

‘‘(II) using a channel, facility, or instru-
mentality of interstate or foreign commerce; 

‘‘(ii) the defendant uses a channel, facility, 
or instrumentality of interstate or foreign 
commerce in connection with the conduct 
described in subparagraph (A); 

‘‘(iii) in connection with the conduct de-
scribed in subparagraph (A), the defendant 
employs a firearm, explosive or incendiary 
device, or other weapon that has traveled in 
interstate or foreign commerce; or 

‘‘(iv) the conduct described in subpara-
graph (A)— 

‘‘(I) interferes with commercial or other 
economic activity in which the victim is en-
gaged at the time of the conduct; or 

‘‘(II) otherwise affects interstate or foreign 
commerce. 

‘‘(b) CERTIFICATION REQUIREMENT.—No 
prosecution of any offense described in this 
subsection may be undertaken by the United 
States, except under the certification in 
writing of the Attorney General, the Deputy 
Attorney General, the Associate Attorney 
General, or any Assistant Attorney General 
specially designated by the Attorney General 
that— 

‘‘(1) he or she has reasonable cause to be-
lieve that the actual or perceived race, color, 
religion, national origin, gender, sexual ori-
entation, or disability of any person was a 
motivating factor underlying the alleged 
conduct of the defendant; and 

‘‘(2) he or his designee or she or her des-
ignee has consulted with State or local law 
enforcement officials regarding the prosecu-
tion and determined that— 

‘‘(A) the State does not have jurisdiction 
or does not intend to exercise jurisdiction; 

‘‘(B) the State has requested that the Fed-
eral Government assume jurisdiction; 

‘‘(C) the State does not object to the Fed-
eral Government assuming jurisdiction; or 

‘‘(D) the verdict or sentence obtained pur-
suant to State charges left demonstratively 
unvindicated the Federal interest in eradi-
cating bias-motivated violence. 

‘‘(c) DEFINITIONS.—In this section— 
‘‘(1) the term ‘explosive or incendiary de-

vice’ has the meaning given the term in sec-
tion 232 of this title; and 

‘‘(2) the term ‘firearm’ has the meaning 
given the term in section 921(a) of this 
title.’’. 

(b) TECHNICAL AND CONFORMING AMEND-
MENT.—The analysis for chapter 13 of title 18, 
United States Code, is amended by adding at 
the end the following: 

‘‘249. Hate crime acts’’. 
SEC. 8. DUTIES OF FEDERAL SENTENCING COM-

MISSION. 

(a) AMENDMENT OF FEDERAL SENTENCING 
GUIDELINES.—Pursuant to the authority pro-
vided under section 994 of title 28, United 
States Code, the United States Sentencing 
Commission shall study the issue of adult re-
cruitment of juveniles to commit hate 
crimes and shall, if appropriate, amend the 
Federal sentencing guidelines to provide sen-
tencing enhancements (in addition to the 
sentencing enhancement provided for the use 
of a minor during the commission of an of-
fense) for adult defendants who recruit juve-
niles to assist in the commission of hate 
crimes. 

(b) CONSISTENCY WITH OTHER GUIDELINES.— 
In carrying out this section, the United 
States Sentencing Commission shall— 

(1) ensure that there is reasonable consist-
ency with other Federal sentencing guide-
lines; and 

(2) avoid duplicative punishments for sub-
stantially the same offense. 
SEC. 9. STATISTICS. 

Subsection (b)(1) of the first section of the 
Hate Crimes Statistics Act (28 U.S.C. 534 
note) is amended by inserting ‘‘gender,’’ 
after ‘‘race,’’. 
SEC. 10. SEVERABILITY. 

If any provision of this Act, an amendment 
made by this Act, or the application of such 
provision or amendment to any person or 
circumstance is held to be unconstitutional, 
the remainder of this Act, the amendments 
made by this Act, and the application of the 
provisions of such to any person or cir-
cumstance shall not be affected thereby. 

SA 3862. Mr. KERRY submitted an 
amendment intended to be proposed by 
him to the bill S. 1955, to amend title 
I of the Employee Retirement Security 
Act of 1974 and the Public Health Serv-
ice Act to expand health care access 
and reduce costs through the creation 
of small business health plans and 
through modernization of the health 
insurance marketplace; which was or-
dered to lie on the table; as follows: 

Strike all after the enacting clause and in-
sert the following: 
SECTION 1. SHORT TITLE; TABLE OF CONTENTS. 

(a) SHORT TITLE.—This Act may be cited as 
the ‘‘Kids Come First Act of 2006’’. 

(b) TABLE OF CONTENTS.—The table of con-
tents of this Act is as follows: 

Sec. 1. Short title; table of contents. 
Sec. 2. Findings. 

TITLE I—EXPANDED COVERAGE OF 
CHILDREN UNDER MEDICAID AND SCHIP 

Sec. 101. State option to receive 100 percent 
FMAP for medical assistance 
for children in poverty in ex-
change for expanded coverage 
of children in working poor 
families under medicaid or 
SCHIP. 

Sec. 102. Elimination of cap on SCHIP fund-
ing for States that expand eligi-
bility for children. 
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TITLE II—STATE OPTIONS FOR INCRE-

MENTAL CHILD COVERAGE EXPAN-
SIONS 

Sec. 201. State option to provide wrap- 
around SCHIP coverage to chil-
dren who have other health cov-
erage. 

Sec. 202. State option to enroll low-income 
children of State employees in 
SCHIP. 

Sec. 203. Optional coverage of legal immi-
grant children under medicaid 
and SCHIP. 

Sec. 204. State option for passive renewal of 
eligibility for children under 
medicaid and SCHIP. 

TITLE III—TAX INCENTIVES FOR 
HEALTH INSURANCE COVERAGE OF 
CHILDREN 

Sec. 301. Refundable credit for health insur-
ance coverage of children. 

Sec. 302. Forfeiture of personal exemption 
for any child not covered by 
health insurance. 

TITLE IV—MISCELLANEOUS 
Sec. 401. Requirement for group market 

health insurers to offer depend-
ent coverage option for workers 
with children. 

Sec. 402. Effective date. 
TITLE V—REVENUE PROVISION 

Sec. 501. Partial repeal of rate reduction in 
the highest income tax brack-
et.  

SEC. 2. FINDINGS. 
Congress makes the following findings: 
(1) NEED FOR UNIVERSAL COVERAGE.— 
(A) Currently, there are 9,000,000 children 

under the age of 19 that are uninsured. One 
out of every 8 children are uninsured while 1 
in 5 Hispanic children and 1 in 7 African 
American children are uninsured. Three- 
quarters, approximately 6,800,000, of these 
children are eligible but not enrolled in the 
medicaid program or the State children’s 
health insurance program (SCHIP). Long- 
range studies found that 1 in 3 children went 
without health insurance for all or part of 
2002 and 2003. 

(B) Low-income children are 3 times as 
likely as children in higher income families 
to be uninsured. It is estimated that 65 per-
cent of uninsured children have at least 1 
parent working full time over the course of 
the year. 

(C) It is estimated that 50 percent of all 
legal immigrant children in families with in-
come that is less than 200 percent of the Fed-
eral poverty line are uninsured. In States 
without programs to cover immigrant chil-
dren, 57 percent of non-citizen children are 
uninsured. 

(D) Children in the Southern and Western 
parts of the United States were nearly 1.7 
times more likely to be uninsured than chil-
dren in the Northeast. In the Northeast, 9.4 
percent of children are uninsured while in 
the Midwest, 8.3 percent are uninsured. The 
South’s rate of uninsured children is 14.3 per-
cent while the West has an uninsured rate of 
13 percent. 

(E) Children’s health care needs are ne-
glected in the United States. One-quarter of 
young children in the United States are not 
fully up to date on their basic immuniza-
tions. One-third of children with chronic 
asthma do not get a prescription for the nec-
essary medications to manage the disease. 

(F) According to the Centers for Disease 
Control and Prevention, nearly 1⁄2 of all unin-
sured children have not had a well-child visit 
in the past year. One out of every 5 children 
has problems accessing needed care, and 1 
out of every 4 children do not receive annual 
dental exams. One in 6 uninsured children 
had a delayed or unmet medical need in the 

past year. Minority children are less likely 
to receive proven treatments such as pre-
scription medications to treat chronic dis-
ease. 

(G) There are 7,600,000 young adults be-
tween the ages of 19 and 20. In the United 
States, approximately 28 percent, or 2,100,000 
individuals, of this group are uninsured. 

(H) Chronic illness and disability among 
children are on the rise. Children most at 
risk for chronic illness and disability are 
children who are most likely to be poor and 
uninsured. 

(2) ROLE OF THE MEDICAID AND STATE CHIL-
DREN’S HEALTH INSURANCE PROGRAMS.— 

(A) The medicaid program and SCHIP serve 
as a crucial health safety net for 30,000,000 
children. During the recent economic down-
turn and the highest number of uninsured in-
dividuals ever recorded in the United States, 
the medicaid program and SCHIP offset 
losses in employer-sponsored coverage. While 
the number of children living in low-income 
families increased by 2,000,000 between 2000 
and 2003, the number of uninsured children 
fell due to the medicaid program and SCHIP. 

(B) In 2003, 25,000,000 children were enrolled 
in the medicaid program, accounting for 1⁄2 of 
all enrollees and only 19 percent of total pro-
gram costs. 

(C) The medicaid program and SCHIP do 
more than just fill in the gaps. Gains in pub-
lic coverage have reduced the percentage of 
low-income uninsured by a 1⁄3 from 1997 to 
2003. In addition, a recent study found that 
publicly-insured children are more likely to 
obtain medical care, preventive care and 
dental care than similar low-income pri-
vately-insured children. 

(D) Publicly funded programs such as the 
medicaid program and SCHIP actually im-
prove children’s health. Children who are 
currently insured by public programs are in 
better health than they were a year ago. Ex-
pansion of coverage for children and preg-
nant women under the medicaid program and 
SCHIP reduces rates of avoidable hos-
pitalizations by 22 percent. 

(E) Studies have found that children en-
rolled in public insurance programs experi-
enced a 68 percent improvement in measures 
of school performance. 

(F) Despite the success of expansions in 
general under the medicaid program and 
SCHIP, due to current budget constraints, 
many States have stopped doing aggressive 
outreach and have raised premiums and cost- 
sharing requirements on families under these 
programs. In addition, 8 States stopped en-
rollment in SCHIP for a period of time be-
tween April 2003 and July 2004. As a result, 
SCHIP enrollment fell by 200,000 children for 
the first time in the program’s history. 

(G) It is estimated that nearly 50 percent 
of children covered through SCHIP do not re-
main in the program due to reenrollment 
barriers. A recent study found that between 
10 and 40 percent of these children are ‘‘lost’’ 
in the system. Difficult renewal policies and 
reenrollment barriers make seamless cov-
erage in SCHIP unattainable. Studies indi-
cate that as many as 67 percent of children 
who were eligible but not enrolled for SCHIP 
had applied for coverage but were denied due 
to procedural issues. 

(H) While the medicaid program and 
SCHIP expansions to date have done much to 
offset what otherwise would have been a sig-
nificant loss of coverage among children be-
cause of declining access to employer cov-
erage, the shortcomings of previous expan-
sions, such as the failure to enroll all eligible 
children and caps on enrollment in SCHIP 
because of under-funding, also are clear. 

TITLE I—EXPANDED COVERAGE OF 
CHILDREN UNDER MEDICAID AND SCHIP 

SEC. 101. STATE OPTION TO RECEIVE 100 PER-
CENT FMAP FOR MEDICAL ASSIST-
ANCE FOR CHILDREN IN POVERTY 
IN EXCHANGE FOR EXPANDED COV-
ERAGE OF CHILDREN IN WORKING 
POOR FAMILIES UNDER MEDICAID 
OR SCHIP. 

(a) STATE OPTION.—Title XIX of the Social 
Security Act (42 U.S.C. 1396 et seq.) is 
amended by redesignating section 1939 as 
section 1940, and by inserting after section 
1938 the following: 

‘‘STATE OPTION FOR INCREASED FMAP FOR MED-
ICAL ASSISTANCE FOR CHILDREN IN POVERTY 
IN EXCHANGE FOR EXPANDED COVERAGE OF 
CHILDREN IN WORKING POOR FAMILIES UNDER 
THIS TITLE OR TITLE XXI 

‘‘SEC. 1939. (a) 100 PERCENT FMAP.— 
‘‘(1) IN GENERAL.—Notwithstanding any 

other provision of this title, in the case of a 
State that, through an amendment to each 
of its State plans under this title and title 
XXI (or to a waiver of either such plan), 
agrees to satisfy the conditions described in 
subsections (b), (c), and (d) the Federal med-
ical assistance percentage shall be 100 per-
cent with respect to the total amount ex-
pended by the State for providing medical 
assistance under this title for each fiscal 
year quarter beginning on or after the date 
described in subsection (e) for children whose 
family income does not exceed 100 percent of 
the poverty line. 

‘‘(2) LIMITATION ON SCOPE OF APPLICATION 
OF INCREASE.—The increase in the Federal 
medical assistance percentage for a State 
under this section shall apply only with re-
spect to the total amount expended for pro-
viding medical assistance under this title for 
a fiscal year quarter for children described in 
paragraph (1) and shall not apply with re-
spect to— 

‘‘(A) any other payments made under this 
title, including disproportionate share hos-
pital payments described in section 1923; 

‘‘(B) payments under title IV or XXI; or 
‘‘(C) any payments made under this title or 

title XXI that are based on the enhanced 
FMAP described in section 2105(b). 

‘‘(b) ELIGIBILITY EXPANSIONS.—The condi-
tion described in this subsection is that the 
State agrees to do the following: 

‘‘(1) COVERAGE UNDER MEDICAID OR SCHIP 
FOR CHILDREN IN FAMILIES WHOSE INCOME DOES 
NOT EXCEED 300 PERCENT OF THE POVERTY 
LINE.— 

‘‘(A) IN GENERAL.—The State agrees to pro-
vide medical assistance under this title or 
child health assistance under title XXI to 
children whose family income exceeds the 
medicaid applicable income level (as defined 
in section 2110(b)(4) but by substituting ‘Jan-
uary 1, 2006’ for ‘March 31, 1997’), but does 
not exceed 300 percent of the poverty line. 

‘‘(B) STATE OPTION TO EXPAND COVERAGE 
THROUGH SUBSIDIZED PURCHASE OF FAMILY 
COVERAGE.—A State may elect to carry out 
subparagraph (A) through the provision of 
assistance for the purchase of dependent cov-
erage under a group health plan or health in-
surance coverage if— 

‘‘(i) the dependent coverage is consistent 
with the benefit standards under this title or 
title XXI, as approved by the Secretary; and 

‘‘(ii) the State provides additional benefits 
under this title or title XXI. 

‘‘(C) DEEMED SATISFACTION FOR CERTAIN 
STATES.—A State that, as of January 1, 2006, 
provides medical assistance under this title 
or child health assistance under title XXI to 
children whose family income is 300 percent 
of the poverty line shall be deemed to satisfy 
this paragraph. 

‘‘(2) COVERAGE FOR CHILDREN UNDER AGE 
21.—The State agrees to define a child for 
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purposes of this title and title XXI as an in-
dividual who has not attained 21 years of 
age. 

‘‘(3) OPPORTUNITY FOR HIGHER INCOME CHIL-
DREN TO PURCHASE SCHIP COVERAGE.—The 
State agrees to permit any child whose fam-
ily income exceeds 300 percent of the poverty 
line to purchase full or additional coverage 
under title XXI at the full cost of providing 
such coverage, as determined by the State. 

‘‘(4) COVERAGE FOR LEGAL IMMIGRANT CHIL-
DREN.—The State agrees to— 

‘‘(A) provide medical assistance under this 
title and child health assistance under title 
XXI for alien children who are lawfully re-
siding in the United States (including bat-
tered aliens described in section 431(c) of the 
Personal Responsibility and Work Oppor-
tunity Reconciliation Act of 1996) and who 
are otherwise eligible for such assistance in 
accordance with section 1903(v)(4) and 
2107(e)(1)(E); and 

‘‘(B) not establish or enforce barriers that 
deter applications by such aliens, including 
through the application of the removal of 
the barriers described in subsection (c). 

‘‘(c) REMOVAL OF ENROLLMENT AND ACCESS 
BARRIERS.—The condition described in this 
subsection is that the State agrees to do the 
following: 

‘‘(1) PRESUMPTIVE ELIGIBILITY FOR CHIL-
DREN.—The State agrees to— 

‘‘(A) provide presumptive eligibility for 
children under this title and title XXI in ac-
cordance with section 1920A; 

‘‘(B) treat any items or services that are 
provided to an uncovered child (as defined in 
section 2110(c)(8)) who is determined ineli-
gible for medical assistance under this title 
as child health assistance for purposes of 
paying a provider of such items or services, 
so long as such items or services would be 
considered child health assistance for a tar-
geted low-income child under title XXI. 

‘‘(2) ADOPTION OF 12-MONTH CONTINUOUS EN-
ROLLMENT.—The State agrees to provide that 
eligibility for assistance under this title and 
title XXI shall not be regularly redetermined 
more often than once every year for chil-
dren. 

‘‘(3) ACCEPTANCE OF SELF-DECLARATION OF 
INCOME.—The State agrees to permit the 
family of a child applying for medical assist-
ance under this title or child health assist-
ance under title XXI to declare and certify 
by signature under penalty of perjury family 
income for purposes of collecting financial 
eligibility information. 

‘‘(4) ADOPTION OF ACCEPTANCE OF ELIGI-
BILITY DETERMINATIONS FOR OTHER ASSIST-
ANCE PROGRAMS.—The State agrees to accept 
determinations (made within a reasonable 
period, as found by the State, before its use 
for this purpose) of an individual’s family or 
household income made by a Federal or 
State agency (or a public or private entity 
making such determination on behalf of such 
agency), including the agencies admin-
istering the Food Stamp Act of 1977, the 
Richard B. Russell National School Lunch 
Act, and the Child Nutrition Act of 1966, not-
withstanding any differences in budget unit, 
disregard, deeming, or other methodology, 
but only if— 

‘‘(A) such agency has fiscal liabilities or 
responsibilities affected or potentially af-
fected by such determinations; and 

‘‘(B) any information furnished by such 
agency pursuant to this subparagraph is used 
solely for purposes of determining eligibility 
for medical assistance under this title or for 
child health assistance under title XXI. 

‘‘(5) NO ASSETS TEST.—The State agrees to 
not (or demonstrates that it does not) apply 
any assets or resources test for eligibility 
under this title or title XXI with respect to 
children. 

‘‘(6) ELIGIBILITY DETERMINATIONS AND RE-
DETERMINATIONS.— 

‘‘(A) IN GENERAL.—The State agrees for 
purposes of initial eligibility determinations 
and redeterminations of children under this 
title and title XXI not to require a face-to- 
face interview and to permit applications 
and renewals by mail, telephone, and the 
Internet. 

‘‘(B) NONDUPLICATION OF INFORMATION.— 
‘‘(i) IN GENERAL.—For purposes of redeter-

minations of eligibility for currently or pre-
viously enrolled children under this title and 
title XXI, the State agrees to use all infor-
mation in its possession (including informa-
tion available to the State under other Fed-
eral or State programs) to determine eligi-
bility or redetermine continued eligibility 
before seeking similar information from par-
ents. 

‘‘(ii) RULE OF CONSTRUCTION.—Nothing in 
clause (i) shall be construed as limiting any 
obligation of a State to provide notice and a 
fair hearing before denying, terminating, or 
reducing a child’s coverage based on such in-
formation in the possession of the State. 

‘‘(7) NO WAITING LIST FOR CHILDREN UNDER 
SCHIP.—The State agrees to not impose any 
numerical limitation, waiting list, waiting 
period, or similar limitation on the eligi-
bility of children for child health assistance 
under title XXI or to establish or enforce 
other barriers to the enrollment of eligible 
children based on the date of their applica-
tion for coverage. 

‘‘(8) ADEQUATE PROVIDER PAYMENT RATES.— 
The State agrees to— 

‘‘(A) establish payment rates for children’s 
health care providers under this title that 
are no less than the average of payment 
rates for similar services for such providers 
provided under the benchmark benefit pack-
ages described in section 2103(b); 

‘‘(B) establish such rates in amounts that 
are sufficient to ensure that children en-
rolled under this title or title XXI have ade-
quate access to comprehensive care, in ac-
cordance with the requirements of section 
1902(a)(30)(A); and 

‘‘(C) include provisions in its contracts 
with providers under this title guaranteeing 
compliance with these requirements. 

‘‘(d) MAINTENANCE OF MEDICAID ELIGIBILITY 
LEVELS FOR CHILDREN.— 

‘‘(1) IN GENERAL.—The condition described 
in this subsection is that the State agrees to 
maintain eligibility income, resources, and 
methodologies applied under this title (in-
cluding under a waiver of such title or under 
section 1115) with respect to children that 
are no more restrictive than the eligibility 
income, resources, and methodologies ap-
plied with respect to children under this title 
(including under such a waiver) as of Janu-
ary 1, 2006. 

‘‘(2) RULE OF CONSTRUCTION.—Nothing in 
this section shall be construed as implying 
that a State does not have to comply with 
the minimum income levels required for 
children under section 1902(l)(2). 

‘‘(e) DATE DESCRIBED.—The date described 
in this subsection is the date on which, with 
respect to a State, a plan amendment that 
satisfies the requirements of subsections (b), 
(c), and (d) is approved by the Secretary. 

‘‘(f) DEFINITION OF POVERTY LINE.—In this 
section, the term ‘poverty line’ has the 
meaning given that term in section 
2110(c)(5).’’. 

(b) CONFORMING AMENDMENTS.— 
(1) The third sentence of section 1905(b) of 

the Social Security Act (42 U.S.C. 1396d(b)) is 
amended by inserting before the period the 
following: ‘‘, and with respect to amounts ex-
pended for medical assistance for children on 
or after the date described in subsection (d) 
of section 1939, in the case of a State that 
has, in accordance with such section, an ap-

proved plan amendment under this title and 
title XXI’’. 

(2) Section 1903(f)(4) of the Social Security 
Act (42 U.S.C. 1396b(f)(4)) is amended— 

(A) in subparagraph (C), by adding ‘‘or’’ 
after ‘‘section 1611(b)(1),’’; and 

(B) by inserting after subparagraph (C), the 
following: 

‘‘(D) who would not receive such medical 
assistance but for State electing the option 
under section 1939 and satisfying the condi-
tions described in subsections (b), (c), and (d) 
of such section,’’. 
SEC. 102. ELIMINATION OF CAP ON SCHIP FUND-

ING FOR STATES THAT EXPAND ELI-
GIBILITY FOR CHILDREN. 

(a) IN GENERAL.—Section 2105 of the Social 
Security Act (42 U.S.C. 1397dd) is amended by 
adding at the end the following: 

‘‘(h) GUARANTEED FUNDING FOR CHILD 
HEALTH ASSISTANCE FOR COVERAGE EXPAN-
SION STATES.— 

‘‘(1) IN GENERAL.—Only in the case of a 
State that has, in accordance with section 
1939, an approved plan amendment under this 
title and title XIX, any payment cap that 
would otherwise apply to the State under 
this title as a result of having expended all 
allotments available for expenditure by the 
State with respect to a fiscal year shall not 
apply with respect to amounts expended by 
the State on or after the date described in 
section 1939(d). 

‘‘(2) APPROPRIATION.—There is appro-
priated, out of any money in the Treasury 
not otherwise appropriated, such sums as 
may be necessary for the purpose of paying a 
State described in paragraph (1) for each 
quarter beginning on or after the date de-
scribed in section 1939(d), an amount equal to 
the enhanced FMAP of expenditures de-
scribed in paragraph (1) and incurred during 
such quarter.’’. 

(b) CONFORMING AMENDMENTS.—Section 
2104 of the Social Security Act (42 U.S.C. 
1397dd) is amended— 

(1) in subsection (a), by inserting ‘‘subject 
to section 2105(h),’’ after ‘‘under this sec-
tion,’’; 

(2) in subsection (b)(1), by inserting ‘‘and 
section 2105(h)’’ after ‘‘Subject to paragraph 
(4)’’; and 

(3) in subsection (c)(1), by inserting ‘‘sub-
ject to section 2105(h),’’ after ‘‘for a fiscal 
year,’’. 
TITLE II—STATE OPTIONS FOR INCRE-

MENTAL CHILD COVERAGE EXPANSIONS 
SEC. 201. STATE OPTION TO PROVIDE ADDI-

TIONAL SCHIP COVERAGE TO CHIL-
DREN WHO HAVE OTHER HEALTH 
COVERAGE. 

(a) IN GENERAL.—Section 2110(b) of the So-
cial Security Act (42 U.S.C. 1397jj(b)) is 
amended— 

(1) in paragraph (1)(C), by inserting ‘‘, sub-
ject to paragraph (5),’’ after ‘‘under title XIX 
or’’; and 

(2) by adding at the end the following new 
paragraph: 

‘‘(5) STATE OPTION TO PROVIDE ADDITIONAL 
COVERAGE.— 

‘‘(A) IN GENERAL.—A State may waive the 
requirement of paragraph (1)(C) that a tar-
geted low-income child may not be covered 
under a group health plan or under health in-
surance coverage in order to provide— 

‘‘(i) items or services that are not covered, 
or are only partially covered, under such 
plan or coverage; or 

‘‘(ii) cost-sharing protection. 
‘‘(B) ELIGIBILITY.—In waiving such require-

ment, a State may limit the application of 
the waiver to children whose family income 
does not exceed a level specified by the 
State, so long as the level so specified does 
not exceed the maximum income level other-
wise established for other children under the 
State child health plan. 
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‘‘(C) CONTINUED APPLICATION OF DUTY TO 

PREVENT SUBSTITUTION OF EXISTING COV-
ERAGE.—Nothing in this paragraph shall be 
construed as modifying the application of 
section 2102(b)(3)(C) to a State.’’. 

(b) APPLICATION OF ENHANCED MATCH 
UNDER MEDICAID.—Section 1905 of such Act 
(42 U.S.C. 1396d) is amended— 

(1) in subsection (b), in the fourth sen-
tence, by striking ‘‘subsection (u)(3)’’ and in-
serting ‘‘(u)(3), or (u)(4)’’; and 

(2) in subsection (u), by redesignating para-
graph (4) as paragraph (5) and by inserting 
after paragraph (3) the following: 

‘‘(4) For purposes of subsection (b), the ex-
penditures described in this paragraph are 
expenditures for items and services for chil-
dren described in section 2110(b)(5).’’. 

(c) APPLICATION OF SECONDARY PAYOR PRO-
VISIONS.—Section 2107(e)(1) of such Act (42 
U.S.C. 1397gg(e)(1)) is amended— 

(1) by redesignating subparagraphs (B) 
through (D) as subparagraphs (C) through 
(E), respectively; and 

(2) by inserting after subparagraph (A) the 
following new subparagraph: 

‘‘(B) Section 1902(a)(25) (relating to coordi-
nation of benefits and secondary payor provi-
sions) with respect to children covered under 
a waiver described in section 2110(b)(5).’’. 
SEC. 202. STATE OPTION TO ENROLL LOW-IN-

COME CHILDREN OF STATE EM-
PLOYEES IN SCHIP. 

Section 2110(b)(2) of the Social Security 
Act (42 U.S.C. 1397jj(b)(2)) is amended— 

(1) by redesignating subparagraphs (A) and 
(B) as clauses (i) and (ii), respectively and re-
aligning the left margins of such clauses ap-
propriately; 

(2) by striking ‘‘Such term’’ and inserting 
the following: 

‘‘(A) IN GENERAL.—Such term’’; and 
(3) by adding at the end the following: 
‘‘(B) STATE OPTION TO ENROLL LOW-INCOME 

CHILDREN OF STATE EMPLOYEES.—At the op-
tion of a State, subparagraph (A)(ii) shall 
not apply to any low-income child who would 
otherwise be eligible for child health assist-
ance under this title but for such subpara-
graph.’’. 
SEC. 203. OPTIONAL COVERAGE OF LEGAL IMMI-

GRANT CHILDREN UNDER MEDICAID 
AND SCHIP. 

(a) MEDICAID PROGRAM.—Section 1903(v) of 
the Social Security Act (42 U.S.C. 1396b(v)) is 
amended— 

(1) in paragraph (1), by striking ‘‘paragraph 
(2)’’ and inserting ‘‘paragraphs (2) and (4)’’; 
and 

(2) by adding at the end the following: 
‘‘(4)(A) A State may elect (in a plan 

amendment under this title) to provide med-
ical assistance under this title for aliens who 
are lawfully residing in the United States 
(including battered aliens described in sec-
tion 431(c) of the Personal Responsibility and 
Work Opportunity Reconciliation Act of 
1996) and who are otherwise eligible for such 
assistance, within any of the following eligi-
bility categories: 

‘‘(i) CHILDREN.—Children (as defined under 
such plan), including optional targeted low- 
income children described in section 
1905(u)(2)(B). 

‘‘(B)(i) In the case of a State that has 
elected to provide medical assistance to a 
category of aliens under subparagraph (A), 
no debt shall accrue under an affidavit of 
support against any sponsor of such an alien 
on the basis of provision of assistance to 
such category and the cost of such assistance 
shall not be considered as an unreimbursed 
cost. 

‘‘(ii) The provisions of sections 401(a), 
402(b), 403, and 421 of the Personal Responsi-
bility and Work Opportunity Reconciliation 
Act of 1996 shall not apply to a State that 
makes an election under subparagraph (A).’’. 

(b) TITLE XXI.—Section 2107(e)(1) of the So-
cial Security Act (42 U.S.C. 1397gg(e)(1)) is 
amended by adding at the end the following: 

‘‘(E) Section 1903(v)(4) (relating to optional 
coverage of permanent resident alien chil-
dren), but only if the State has elected to 
apply such section to that category of chil-
dren under title XIX.’’. 
SEC. 204. STATE OPTION FOR PASSIVE RENEWAL 

OF ELIGIBILITY FOR CHILDREN 
UNDER MEDICAID AND SCHIP. 

(a) IN GENERAL.—Section 1902(l) of the So-
cial Security Act (42 U.S.C. 1396a(l)) is 
amended by adding at the end the following: 

‘‘(5) Notwithstanding any other provision 
of this title, a State may provide that an in-
dividual who has not attained 21 years of age 
who has been determined eligible for medical 
assistance under this title shall remain eligi-
ble for medical assistance until such time as 
the State has information demonstrating 
that the individual is no longer so eligible.’’. 

(b) APPLICATION UNDER TITLE XXI.—Sec-
tion 2107(e)(1) of the Social Security Act (42 
U.S.C. 1397gg(e)) is amended— 

(1) by redesignating subparagraphs (B) 
through (D) as subparagraphs (C) through 
(E), respectively; and 

(2) by inserting after subparagraph (A), the 
following: 

‘‘(B) Section 1902(l)(5) (relating to passive 
renewal of eligibility for children).’’. 
TITLE III—TAX INCENTIVES FOR HEALTH 

INSURANCE COVERAGE OF CHILDREN 
SEC. 301. REFUNDABLE CREDIT FOR HEALTH IN-

SURANCE COVERAGE OF CHILDREN. 
(a) IN GENERAL.—Subpart C of part IV of 

subchapter A of chapter 1 of the Internal 
Revenue Code of 1986 (relating to refundable 
credits) is amended by redesignating section 
36 as section 37 and by inserting after section 
35 the following new section: 
‘‘SEC. 36. HEALTH INSURANCE COVERAGE OF 

CHILDREN. 
‘‘(a) IN GENERAL.—In the case of an indi-

vidual, there shall be allowed as a credit 
against the tax imposed by this subtitle an 
amount equal to so much of the amount paid 
during the taxable year, not compensated for 
by insurance or otherwise, for qualified 
health insurance for each dependent child of 
the taxpayer, as exceeds 5 percent of the ad-
justed gross income of such taxpayer for 
such taxable year. 

‘‘(b) DEPENDENT CHILD.—For purposes of 
this section, the term ‘dependent child’ 
means any child (as defined in section 
152(f)(1)) who has not attained the age of 19 
as of the close of the calendar year in which 
the taxable year of the taxpayer begins and 
with respect to whom a deduction under sec-
tion 151 is allowable to the taxpayer. 

‘‘(c) QUALIFIED HEALTH INSURANCE.—For 
purposes of this section— 

‘‘(1) IN GENERAL.—The term ‘qualified 
health insurance’ means insurance, either 
employer-provided or made available under 
title XIX or XXI of the Social Security Act, 
which constitutes medical care as defined in 
section 213(d) without regard to— 

‘‘(A) paragraph (1)(C) thereof, and 
‘‘(B) so much of paragraph (1)(D) thereof as 

relates to qualified long-term care insurance 
contracts. 

‘‘(2) EXCLUSION OF CERTAIN OTHER CON-
TRACTS.—Such term shall not include insur-
ance if a substantial portion of its benefits 
are excepted benefits (as defined in section 
9832(c)). 

‘‘(d) MEDICAL SAVINGS ACCOUNT AND 
HEALTH SAVINGS ACCOUNT CONTRIBUTIONS.— 

‘‘(1) IN GENERAL.—If a deduction would (but 
for paragraph (2)) be allowed under section 
220 or 223 to the taxpayer for a payment for 
the taxable year to the medical savings ac-
count or health savings account of an indi-
vidual, subsection (a) shall be applied by 

treating such payment as a payment for 
qualified health insurance for such indi-
vidual. 

‘‘(2) DENIAL OF DOUBLE BENEFIT.—No deduc-
tion shall be allowed under section 220 or 223 
for that portion of the payments otherwise 
allowable as a deduction under section 220 or 
223 for the taxable year which is equal to the 
amount of credit allowed for such taxable 
year by reason of this subsection. 

‘‘(e) SPECIAL RULES.— 
‘‘(1) DETERMINATION OF INSURANCE COSTS.— 

The Secretary shall provide rules for the al-
location of the cost of any qualified health 
insurance for family coverage to the cov-
erage of any dependent child under such in-
surance. 

‘‘(2) COORDINATION WITH DEDUCTION FOR 
HEALTH INSURANCE COSTS OF SELF-EMPLOYED 
INDIVIDUALS.—In the case of a taxpayer who 
is eligible to deduct any amount under sec-
tion 162(l) for the taxable year, this section 
shall apply only if the taxpayer elects not to 
claim any amount as a deduction under such 
section for such year. 

‘‘(3) COORDINATION WITH MEDICAL EXPENSE 
AND HIGH DEDUCTIBLE HEALTH PLAN DEDUC-
TIONS.—The amount which would (but for 
this paragraph) be taken into account by the 
taxpayer under section 213 or 224 for the tax-
able year shall be reduced by the credit (if 
any) allowed by this section to the taxpayer 
for such year. 

‘‘(4) DENIAL OF CREDIT TO DEPENDENTS.—No 
credit shall be allowed under this section to 
any individual with respect to whom a de-
duction under section 151 is allowable to an-
other taxpayer for a taxable year beginning 
in the calendar year in which such individ-
ual’s taxable year begins. 

‘‘(5) DENIAL OF DOUBLE BENEFIT.—No credit 
shall be allowed under subsection (a) if the 
credit under section 35 is allowed and no 
credit shall be allowed under 35 if a credit is 
allowed under this section. 

‘‘(6) ELECTION NOT TO CLAIM CREDIT.—This 
section shall not apply to a taxpayer for any 
taxable year if such taxpayer elects to have 
this section not apply for such taxable 
year.’’. 

(b) INFORMATION REPORTING.— 
(1) IN GENERAL.—Subpart B of part III of 

subchapter A of chapter 61 of the Internal 
Revenue Code of 1986 (relating to informa-
tion concerning transactions with other per-
sons) is amended by inserting after section 
6050T the following new section: 
‘‘SEC. 6050U. RETURNS RELATING TO PAYMENTS 

FOR QUALIFIED HEALTH INSUR-
ANCE. 

‘‘(a) IN GENERAL.—Any governmental unit 
or any person who, in connection with a 
trade or business conducted by such person, 
receives payments during any calendar year 
from any individual for coverage of a depend-
ent child (as defined in section 36(b)) of such 
individual under creditable health insurance, 
shall make the return described in sub-
section (b) (at such time as the Secretary 
may by regulations prescribe) with respect 
to each individual from whom such pay-
ments were received. 

‘‘(b) FORM AND MANNER OF RETURNS.—A re-
turn is described in this subsection if such 
return— 

‘‘(1) is in such form as the Secretary may 
prescribe, and 

‘‘(2) contains— 
‘‘(A) the name, address, and TIN of the in-

dividual from whom payments described in 
subsection (a) were received, 

‘‘(B) the name, address, and TIN of each de-
pendent child (as so defined) who was pro-
vided by such person with coverage under 
creditable health insurance by reason of such 
payments and the period of such coverage, 
and 
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‘‘(C) such other information as the Sec-

retary may reasonably prescribe. 
‘‘(c) CREDITABLE HEALTH INSURANCE.—For 

purposes of this section, the term ‘creditable 
health insurance’ means qualified health in-
surance (as defined in section 36(c)). 

‘‘(d) STATEMENTS TO BE FURNISHED TO INDI-
VIDUALS WITH RESPECT TO WHOM INFORMA-
TION IS REQUIRED.—Every person required to 
make a return under subsection (a) shall fur-
nish to each individual whose name is re-
quired under subsection (b)(2)(A) to be set 
forth in such return a written statement 
showing— 

‘‘(1) the name and address of the person re-
quired to make such return and the phone 
number of the information contact for such 
person, 

‘‘(2) the aggregate amount of payments de-
scribed in subsection (a) received by the per-
son required to make such return from the 
individual to whom the statement is re-
quired to be furnished, and 

‘‘(3) the information required under sub-
section (b)(2)(B) with respect to such pay-
ments. 
The written statement required under the 
preceding sentence shall be furnished on or 
before January 31 of the year following the 
calendar year for which the return under 
subsection (a) is required to be made. 

‘‘(e) RETURNS WHICH WOULD BE REQUIRED 
TO BE MADE BY 2 OR MORE PERSONS.—Except 
to the extent provided in regulations pre-
scribed by the Secretary, in the case of any 
amount received by any person on behalf of 
another person, only the person first receiv-
ing such amount shall be required to make 
the return under subsection (a).’’. 

(2) ASSESSABLE PENALTIES.— 
(A) Subparagraph (B) of section 6724(d)(1) 

of such Code (relating to definitions) is 
amended by redesignating clauses (xiii) 
through (xviii) as clauses (xiv) through (xix), 
respectively, and by inserting after clause 
(xii) the following new clause: 

‘‘(xiii) section 6050U (relating to returns re-
lating to payments for qualified health in-
surance),’’. 

(B) Paragraph (2) of section 6724(d) of such 
Code is amended by striking ‘‘or’’ at the end 
of the next to last subparagraph, by striking 
the period at the end of the last subpara-
graph and inserting ‘‘, or’’, and by adding at 
the end the following new subparagraph: 

‘‘(CC) section 6050U(d) (relating to returns 
relating to payments for qualified health in-
surance).’’. 

(3) CLERICAL AMENDMENT.—The table of 
sections for subpart B of part III of sub-
chapter A of chapter 61 of such Code is 
amended by inserting after the item relating 
to section 6050T the following new item: 

‘‘Sec. 6050U. Returns relating to payments 
for qualified health insur-
ance.’’. 

(c) CONFORMING AMENDMENTS.— 
(1) Paragraph (2) of section 1324(b) of title 

31, United States Code, is amended by insert-
ing before the period ‘‘, or from section 36 of 
such Code’’. 

(2) The table of sections for subpart C of 
part IV of subchapter A of chapter 1 of the 
Internal Revenue Code of 1986 is amended by 
striking the last item and inserting the fol-
lowing new items: 

‘‘Sec. 36. Health insurance coverage of chil-
dren. 

‘‘Sec. 37. Overpayments of tax.’’. Q 
(d) EFFECTIVE DATE.—The amendments 

made by this section shall apply to taxable 
years beginning after December 31, 2006. 
SEC. 302. FORFEITURE OF PERSONAL EXEMP-

TION FOR ANY CHILD NOT COVERED 
BY HEALTH INSURANCE. 

(a) IN GENERAL.—Section 151(d) of the In-
ternal Revenue Code of 1986 (relating to ex-

emption amount) is amended by adding at 
the end the following new paragraph: 

‘‘(5) REDUCTION OF EXEMPTION AMOUNT FOR 
ANY CHILD NOT COVERED BY HEALTH INSUR-
ANCE.— 

‘‘(A) IN GENERAL.—Except as otherwise pro-
vided in this paragraph, the exemption 
amount otherwise determined under this 
subsection for any dependent child (as de-
fined in section 36(b)) for any taxable year 
shall be reduced by the same percentage as 
the percentage of such taxable year during 
which such dependent child was not covered 
by qualified health insurance (as defined in 
section 36(c)). 

‘‘(B) FULL REDUCTION IF NO PROOF OF COV-
ERAGE IS PROVIDED.—For purposes of sub-
paragraph (A), in the case of any taxpayer 
who fails to attach to the return of tax for 
any taxable year a copy of the statement 
furnished to such taxpayer under section 
6050U, the percentage reduction under such 
subparagraph shall be deemed to be 100 per-
cent. 

‘‘(C) NONAPPLICATION OF PARAGRAPH TO 
TAXPAYERS IN LOWEST TAX BRACKET.—This 
paragraph shall not apply to any taxpayer 
whose taxable income for the taxable year 
does not exceed the initial bracket amount 
determined under section 1(i)(1)(B).’’. 

(b) EFFECTIVE DATE.—The amendment 
made by this section shall apply to taxable 
years beginning after December 31, 2006. 

TITLE IV—MISCELLANEOUS 
SEC. 401. REQUIREMENT FOR GROUP MARKET 

HEALTH INSURERS TO OFFER DE-
PENDENT COVERAGE OPTION FOR 
WORKERS WITH CHILDREN. 

(a) ERISA.— 
(1) IN GENERAL.—Subpart B of part 7 of sub-

title B of title I of the Employee Retirement 
Income Security Act of 1974 (29 U.S.C. 1185 et 
seq.) is amended by adding at the end the fol-
lowing: 
‘‘SEC. 714. REQUIREMENT TO OFFER OPTION TO 

PURCHASE DEPENDENT COVERAGE 
FOR CHILDREN. 

‘‘(a) REQUIREMENTS FOR COVERAGE.—A 
group health plan, and a health insurance 
issuer providing health insurance coverage 
in connection with a group health plan, shall 
offer an individual who is enrolled in such 
coverage the option to purchase dependent 
coverage for a child of the individual. 

‘‘(b) NO EMPLOYER CONTRIBUTION RE-
QUIRED.—An employer shall not be required 
to contribute to the cost of purchasing de-
pendent coverage for a child by an individual 
who is an employee of such employer. 

‘‘(c) DEFINITION OF CHILD.—In this section, 
the term ‘child’ means an individual who has 
not attained 21 years of age.’’. 

(2) CLERICAL AMENDMENT.—The table of 
contents in section 1 of the Employee Retire-
ment Income Security Act of 1974 (29 U.S.C. 
1001) is amended by inserting after the item 
relating to section 713 the following: 
‘‘Sec. 714. Requirement to offer option to 

purchase dependent coverage 
for children.’’. 

(b) PUBLIC HEALTH SERVICE ACT.—Subpart 
2 of part A of title XXVII of the Public 
Health Service Act (42 U.S.C. 300gg–4 et seq.) 
is amended by adding at the end the fol-
lowing: 
‘‘SEC. 2707. REQUIREMENT TO OFFER OPTION TO 

PURCHASE DEPENDENT COVERAGE 
FOR CHILDREN. 

‘‘(a) REQUIREMENTS FOR COVERAGE.—A 
group health plan, and a health insurance 
issuer providing health insurance coverage 
in connection with a group health plan, shall 
offer an individual who is enrolled in such 
coverage the option to purchase dependent 
coverage for a child of the individual. 

‘‘(b) NO EMPLOYER CONTRIBUTION RE-
QUIRED.—An employer shall not be required 

to contribute to the cost of purchasing de-
pendent coverage for a child by an individual 
who is an employee of such employer. 

‘‘(c) DEFINITION OF CHILD.—In this section, 
the term ‘child’ means an individual who has 
not attained 21 years of age.’’. 

(c) EFFECTIVE DATE.—The amendments 
made by this section shall apply with respect 
to plan years beginning on or after January 
1, 2007. 
SEC. 402. EFFECTIVE DATE. 

Unless otherwise provided, the amend-
ments made by this Act shall take effect on 
October 1, 2006, and shall apply to child 
health assistance and medical assistance 
provided on or after that date without regard 
to whether or not final regulations to carry 
out such amendments have been promul-
gated by such date. 

TITLE V—REVENUE PROVISION 
SEC. 501. PARTIAL REPEAL OF RATE REDUCTION 

IN THE HIGHEST INCOME TAX 
BRACKET. 

Section 1(i)(2) of the Internal Revenue 
Code of 1986 is amended by adding at the end 
the following flush sentence: 
‘‘In the case of taxable years beginning dur-
ing calendar year 2006 and thereafter, the 
final item in the fourth column in the pre-
ceding table shall be applied by substituting 
for ‘35.0%’ such rate as the Secretary deter-
mines is necessary to provide sufficient reve-
nues to offset the Federal outlays required 
to implement the provisions of, and amend-
ments made by, the Kids Come First Act of 
2006.’’. 

SA 3863. Mr. SMITH submitted an 
amendment intended to be proposed by 
him to the bill S. 1955 to amend title I 
of the Employee Retirement Security 
Act of 1974 and the Public Health Serv-
ice Act to expand health care access 
and reduce costs through the creation 
of small business health plans and 
through modernization of the health 
insurance marketplace; which was or-
dered to lie on the table; as follows: 

In section 2922 of the Public Health Service 
Act, as added by section 201 of the bill, strike 
subsection (a) and insert the following: 

‘‘(a) BENEFIT CHOICE OPTIONS.— 
‘‘(1) DEVELOPMENT.—Not later than 6 

months after the date of enactment of this 
title, the Secretary shall issue, by interim 
final rule, Benefit Choice Standards that im-
plement a standard benefit package as pro-
vided for in this part. 

‘‘(2) REQUIREMENT.—The Benefit Choice 
Standards shall provide that a health insur-
ance issuer in a State, may offer a coverage 
plan or plan in the small group market, indi-
vidual market, large group market, or 
through a small business health plan, that 
does not comply with one or more mandates 
regarding covered benefits, services, or cat-
egory of provider as may be in effect in such 
State with respect to such market or mar-
kets (either prior to or following the date of 
enactment of this title), if such coverage or 
plan provides for coverage of a standard ben-
efit package as provided for in paragraph (3). 

‘‘(3) STANDARD BENEFIT PACKAGE.—A health 
insurance issuer described in paragraph (2) 
shall offer to purchasers (including, with re-
spect to a small business health plan, the 
participating employers of such plan) a plan 
that, at a minimum, provides coverage for 
such benefits, services, and categories of pro-
viders as are required under the laws of at 
least 25 States, as determined by the Sec-
retary. 

‘‘(4) PUBLICATION OF BENEFIT PACKAGE.— 
Not later than 3 months after the date of en-
actment of this title, and on the first day of 
every calendar year thereafter, the Sec-
retary shall publish in the Federal Register 
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the standard benefit package required under 
this subsection. In making such publication 
the Secretary shall resolve any variations 
that exist in the scope of the benefits, serv-
ices, and categories of providers required 
under the laws of the States considered by 
the Secretary for purposes of paragraph (3). 

‘‘(5) UPDATING OF BENEFIT PACKAGE.—Not 
later than 2 years after the date on which 
the standard benefit package is issued under 
paragraph (3), and every 2 years thereafter, 
the Secretary, in consultation with the Na-
tional Association of Insurance Commis-
sioners, shall update the package. The Sec-
retary shall issue the updated package by 
regulation, and such updated package shall 
be effective upon the first plan year fol-
lowing the issuance of such regulation. 

SA 3864. Mr. SMITH submitted an 
amendment intended to be proposed by 
him to the bill S. 1955 to amend title I 
of the Employee Retirement Security 
Act of 1974 and the Public Health Serv-
ice Act to expand health care access 
and reduce costs through the creation 
of small business health plans and 
through modernization of the health 
insurance marketplace; which was or-
dered to lie on the table; as follows: 

At the end of the amendment, add the fol-
lowing: 

‘‘(ll) PROVISION OF MENTAL HEALTH BEN-
EFITS.—The standard benefit package under 
this part shall require that health plans in-
clude coverage (and cost sharing if applica-
ble) for mental health care in a manner that 
is comparable to the coverage (and cost shar-
ing if applicable) provided under such plan 
for items and services relating to physical 
health. 

SA 3865. Mr. SMITH submitted an 
amendment intended to be proposed by 
him to the bill S. 1955 to amend title I 
of the Employee Retirement Security 
Act of 1974 and the Public Health Serv-
ice Act to expand health care access 
and reduce costs through the creation 
of small business health plans and 
through modernization of the health 
insurance marketplace; which was or-
dered to lie on the table; as follows: 

In section 2922(a) of the Public Health 
Service Act, as added by section 201 of the 
bill, add at the end the following: 

‘‘(5) APPLICATION OF COST SHARING.—A 
health insurance issuer in a State that offers 
a basic option plan as provided for in para-
graph (2) and an enhanced option plan as pro-
vided for in paragraph (3), shall ensure that 
any cost sharing required under either such 
option is comparable, with respect to dollar 
amounts, to the cost sharing required under 
the other such option. 

SA 3866. Mr. SMITH submitted an 
amendment intended to be proposed by 
him to the bill S. 1955 to amend title I 
of the Employee Retirement Security 
Act of 1974 and the Public Health Serv-
ice Act to expand health care access 
and reduce costs through the creation 
of small business health plans and 
through modernization of the health 
insurance marketplace; which was or-
dered to lie on the table; as follows: 

In section 2922(a) of the Public Health 
Service Act, as added by section 201 of the 
bill, add at the end the following: 

‘‘(5) PROVISION OF MENTAL HEALTH BENE-
FITS.—A health insurance issuer in a State 
that offers a basic option plan as provided 

for in paragraph (2) and an enhanced option 
plan as provided for in paragraph (3), shall 
ensure that each such plan provides coverage 
(and cost sharing if applicable) for mental 
health care in a manner that is comparable 
to the coverage (and cost sharing if applica-
ble) provided under each such plan for items 
and services relating to physical health. 

SA 3867. Ms. SNOWE submitted an 
amendment intended to be proposed by 
her to the bill S. 1955 to amend title I 
of the Employee Retirement Security 
Act of 1974 and the Public Health Serv-
ice Act to expand health care access 
and reduce costs through the creation 
of small business health plans and 
through modernization of the health 
insurance marketplace; which was or-
dered to lie on the table; as follows: 

At the appropriate place, insert the fol-
lowing: 
SEC. ll. NEGOTIATING FAIR PRICES FOR MEDI-

CARE PRESCRIPTION DRUGS. 
(a) IN GENERAL.—Section 1860D–11 (42 

U.S.C. 1395w–111) is amended by striking sub-
section (i) (relating to noninterference) and 
inserting the following: 

‘‘(i) AUTHORITY TO NEGOTIATE PRICES WITH 
MANUFACTURERS.— 

‘‘(1) IN GENERAL.—Subject to paragraph (4), 
in order to ensure that beneficiaries enrolled 
under prescription drug plans and MA–PD 
plans pay the lowest possible price, the Sec-
retary shall have authority similar to that 
of other Federal entities that purchase pre-
scription drugs in bulk to negotiate con-
tracts with manufacturers of covered part D 
drugs, consistent with the requirements and 
in furtherance of the goals of providing qual-
ity care and containing costs under this 
part. 

‘‘(2) MANDATORY RESPONSIBILITIES.—The 
Secretary shall be required to— 

‘‘(A) negotiate contracts with manufactur-
ers of covered part D drugs for each fallback 
prescription drug plan under subsection (g); 
and 

‘‘(B) participate in negotiation of contracts 
of any covered part D drug upon request of 
an approved prescription drug plan or MA– 
PD plan. 

‘‘(3) RULE OF CONSTRUCTION.—Nothing in 
paragraph (2) shall be construed to limit the 
authority of the Secretary under paragraph 
(1) to the mandatory responsibilities under 
paragraph (2). 

‘‘(4) NO PARTICULAR FORMULARY OR PRICE 
STRUCTURE.—In order to promote competi-
tion under this part and in carrying out this 
part, the Secretary may not require a par-
ticular formulary or institute a price struc-
ture for the reimbursement of covered part D 
drugs.’’. 

(b) EFFECTIVE DATE.—The amendment 
made by this section shall take effect on the 
date of enactment of this Act. 

SA 3868. Mr. OBAMA submitted an 
amendment intended to be proposed by 
him to the bill S. 1955, to amend title 
I of the Employee Retirement Security 
Act of 1974 and the Public Health Serv-
ice Act to expand health care access 
and reduce costs through the creation 
of small business health plans and 
through modernization of the health 
insurance marketplace; which was or-
dered to lie on the table; as follows: 

Strike all after the enacting clause and in-
sert the following: 
SECTION 1. SHORT TITLE. 

This Act may be cited as the ‘‘Hospital 
Quality Report Card Act of 2006’’. 

SEC. 2. PURPOSE. 

The purpose of this Act is to expand hos-
pital quality reporting by establishing the 
Hospital Quality Report Card Initiative 
under the Medicare program to ensure that 
hospital quality measures data are readily 
available and accessible in order to— 

(1) assist patients and consumers in mak-
ing decisions about where to get health care; 

(2) assist purchasers and insurers in mak-
ing decisions that determine where employ-
ees, subscribers, members, or participants 
are able to go for their health care; 

(3) assist health care providers in identi-
fying opportunities for quality improvement 
and cost containment; and 

(4) enhance the understanding of policy 
makers and public officials of health care 
issues, raise public awareness of hospital 
quality issues, and to help constituents of 
such policy makers and officials identify 
quality health care options. 

SEC. 3. HOSPITAL QUALITY REPORT CARD INITIA-
TIVE. 

(a) IN GENERAL.—Title XVIII of the Social 
Security Act (42 U.S.C. 1395 et seq.) is 
amended by adding at the end the following 
new section: 

‘‘SEC. 1898. HOSPITAL QUALITY REPORT CARD 
INITIATIVE. 

‘‘(a) IN GENERAL.—Not later than 18 
months after the date of the enactment of 
the Hospital Quality Report Card Act of 2006, 
the Secretary, acting through the Adminis-
trator of the Centers for Medicare & Med-
icaid Services (in this section referred to as 
the ‘Administrator’) and in consultation 
with the Director of the Agency for 
Healthcare Research and Quality, shall, di-
rectly or through contracts with States, es-
tablish and implement a Hospital Quality 
Report Card Initiative (in this section re-
ferred to as the ‘Initiative’) to report on 
health care quality in subsection (d) hos-
pitals. 

‘‘(b) SUBSECTION (d) HOSPITAL.—For pur-
poses of this section, the term ‘subsection (d) 
hospital’ has the meaning given such term in 
section 1886(d)(1)(B). 

‘‘(c) REQUIREMENTS OF INITIATIVE.— 
‘‘(1) QUALITY MEASUREMENT REPORTS FOR 

HOSPITALS.— 
‘‘(A) QUALITY MEASURES.—Not less than 2 

times each year, the Secretary shall publish 
reports on hospital quality. Such reports 
shall include quality measures data sub-
mitted under section 1886(b)(3)(B)(viii), and 
other data as feasible, that allow for an as-
sessment of health care— 

‘‘(i) effectiveness; 
‘‘(ii) safety; 
‘‘(iii) timeliness; 
‘‘(iv) efficiency; 
‘‘(v) patient-centeredness; and 
‘‘(vi) equity. 
‘‘(B) REPORT CARD FEATURES.—In collecting 

and reporting data as provided for under sub-
paragraph (A), the Secretary shall include 
hospital information, as possible, relating 
to— 

‘‘(i) staffing levels of nurses and other 
health professionals, as appropriate; 

‘‘(ii) rates of nosocomial infections; 
‘‘(iii) the volume of various procedures per-

formed; 
‘‘(iv) the availability of interpreter serv-

ices on-site; 
‘‘(v) the accreditation of hospitals, as well 

as sanctions and other violations found by 
accreditation or State licensing boards; 

‘‘(vi) the quality of care for various patient 
populations, including pediatric populations 
and racial and ethnic minority populations; 

‘‘(vii) the availability of emergency rooms, 
intensive care units, obstetrical units, and 
burn units; 
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‘‘(viii) the quality of care in various hos-

pital settings, including inpatient, out-
patient, emergency, maternity, and inten-
sive care unit settings; 

‘‘(ix) the use of health information tech-
nology, telemedicine, and electronic medical 
records; 

‘‘(x) ongoing patient safety initiatives; and 
‘‘(xi) other measures determined appro-

priate by the Secretary. 
‘‘(C) TAILORING OF HOSPITAL QUALITY RE-

PORTS.—The Director of the Agency for 
Healthcare Research and Quality may mod-
ify and publish hospital reports to include 
quality measures for diseases and health 
conditions of particular relevance to certain 
regions, States, or local areas. 

‘‘(D) RISK ADJUSTMENT.— 
‘‘(i) IN GENERAL.—In reporting data as pro-

vided for under subparagraph (A), the Sec-
retary may risk adjust quality measures to 
account for differences relating to— 

‘‘(I) the characteristics of the reporting 
hospital, such as licensed bed size, geog-
raphy, teaching hospital status, and profit 
status; and 

‘‘(II) patient characteristics, such as 
health status, severity of illness, insurance 
status, and socioeconomic status. 

‘‘(ii) AVAILABILITY OF UNADJUSTED DATA.— 
If the Secretary reports data under subpara-
graph (A) using risk-adjusted quality meas-
ures, the Secretary shall establish proce-
dures for making the unadjusted data avail-
able to the public in a manner determined 
appropriate by the Secretary. 

‘‘(E) COSTS.—The Secretary shall— 
‘‘(i) compile data relating to the average 

hospital cost for ICD-9 conditions for which 
quality measures data are collected; and 

‘‘(ii) report such information in a manner 
that allows cost comparisons between or 
among subsection (d) hospitals. 

‘‘(F) VERIFICATION.—Under the Initiative, 
the Secretary may verify data reported 
under this paragraph to ensure accuracy and 
validity. 

‘‘(G) DISCLOSURE.—The Secretary shall dis-
close the entire methodology for the report-
ing of data under this paragraph to all rel-
evant organizations and all subsection (d) 
hospitals that are the subject of any such in-
formation that is to be made available to the 
public prior to the public disclosure of such 
information. 

‘‘(H) PUBLIC INPUT.—The Secretary shall 
provide an opportunity for public review and 
comment with respect to the quality meas-
ures to be reported for subsection (d) hos-
pitals under this section for at least 60 days 
prior to the finalization by the Secretary of 
the quality measures to be used for such hos-
pitals. 

‘‘(I) AVAILABILITY OF REPORTS AND FIND-
INGS.— 

‘‘(i) ELECTRONIC AVAILABILITY.—The Sec-
retary shall ensure that reports are made 
available under this section in an electronic 
format, in an understandable manner with 
respect to various populations (including 
those with low functional health literacy), 
and in a manner that allows health care 
quality comparisons to be made between 
local hospitals. 

‘‘(ii) FINDINGS.—The Secretary shall estab-
lish procedures for making report findings 
available to the public, upon request, in a 
non-electronic format, such as through the 
toll-free telephone number 1–800–MEDI-
CARE. 

‘‘(J) IDENTIFICATION OF METHODOLOGY.—The 
analytic methodologies and limitations on 
data sources utilized by the Secretary to de-
velop and disseminate the comparative data 
under this section shall be identified and ac-
knowledged as part of the dissemination of 
such data, and include the appropriate and 
inappropriate uses of such data. 

‘‘(K) ADVERSE SELECTION OF PATIENTS.—On 
at least an annual basis, the Secretary shall 
compare quality measures data submitted by 
each subsection (d) hospital under section 
1886(b)(3)(B)(viii) with data submitted in the 
prior year or years by the same hospital in 
order to identify and report actions that 
would lead to false or artificial improve-
ments in the hospital’s quality measure-
ments, including— 

‘‘(i) adverse selection against patients with 
severe illness or other factors that pre-
dispose patients to poor health outcomes; 
and 

‘‘(ii) provision of health care that does not 
meet established recommendations or ac-
cepted standards for care. 

‘‘(2) DATA SAFEGUARDS.— 
‘‘(A) UNAUTHORIZED USE AND DISCLOSURE.— 

The Secretary shall develop and implement 
effective safeguards to protect against the 
unauthorized use or disclosure of hospital 
data that is reported under this section. 

‘‘(B) INACCURATE INFORMATION.—The Sec-
retary shall develop and implement effective 
safeguards to protect against the dissemina-
tion of inconsistent, incomplete, invalid, in-
accurate, or subjective hospital data. 

‘‘(C) IDENTIFIABLE DATA.—The Secretary 
shall ensure that identifiable patient data 
shall not be released to the public. 

‘‘(d) GRANTS AND TECHNICAL ASSISTANCE.— 
The Secretary may award grants to national 
or State organizations, partnerships, or 
other entities that may assist with hospital 
quality improvement. 

‘‘(e) HOSPITAL QUALITY ADVISORY COM-
MITTEE.— 

‘‘(1) ESTABLISHMENT.—The Administrator, 
in consultation with the Director of the 
Agency for Healthcare Research and Quality, 
shall establish the Hospital Quality Advisory 
Committee (in this subsection referred to as 
the ‘Advisory Committee’) to provide advice 
to the Administrator on the submission, col-
lection, and reporting of quality measures 
data. The Administrator shall serve as the 
chairperson of the Advisory Committee. 

‘‘(2) MEMBERSHIP.—The Advisory Com-
mittee shall include representatives of the 
following (except with respect to subpara-
graphs (A) through (D), to be appointed by 
the Administrator): 

‘‘(A) The Agency for Healthcare Research 
and Quality. 

‘‘(B) The Health Resources and Services 
Administration. 

‘‘(C) The Department of Veterans Affairs. 
‘‘(D) The Centers for Disease Control and 

Prevention. 
‘‘(E) National membership organizations 

that focus on health care quality improve-
ment. 

‘‘(F) Public and private hospitals. 
‘‘(G) Physicians, nurses, and other health 

professionals. 
‘‘(H) Patients and patient advocates. 
‘‘(I) Health insurance purchasers and other 

payers. 
‘‘(J) Health researchers, policymakers, and 

other experts in the field of health care qual-
ity. 

‘‘(K) Health care accreditation entities. 
‘‘(L) Other agencies and groups as deter-

mined appropriate by the Administrator. 
‘‘(3) DUTIES.—The Advisory Committee 

shall review and provide guidance and rec-
ommendations to the Administrator on— 

‘‘(A) the establishment of the Initiative; 
‘‘(B) integration and coordination of Fed-

eral quality measures data submission re-
quirements, to avoid needless duplication 
and inefficiency; 

‘‘(C) legal and regulatory barriers that 
may hinder quality measures data collection 
and reporting; and 

‘‘(D) necessary technical and financial as-
sistance to encourage quality measures data 
collection and reporting; 

‘‘(4) STAFF AND RESOURCES.—The Adminis-
trator shall provide the Advisory Committee 
with appropriate staff and resources for the 
functioning of the Advisory Committee. 

‘‘(5) DURATION.—The Advisory Committee 
shall terminate at the discretion of the Ad-
ministrator, but in no event later than 5 
years after the date of enactment of this sec-
tion. 

‘‘(f) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to 
carry out this section such sums as may be 
necessary for each of fiscal years 2007 
through 2016.’’. 

(b) CONFORMING AMENDMENT.—Section 
1886(b)(3)(B)(viii) of the Social Security Act 
(42 U.S.C. 1395ww(b)(3)(B)(viii)), as added by 
section 5001 of the Deficit Reduction Act of 
2005, is amended to read as follows: 

‘‘(VII) The Secretary shall use the data 
submitted under this clause for the Hospital 
Quality Report Card Initiative under section 
1898.’’. 
SEC. 4. EVALUATION OF THE HOSPITAL QUALITY 

REPORT CARD INITIATIVE. 
(a) IN GENERAL.—The Director of the Agen-

cy for Healthcare Research and Quality, di-
rectly or through contract, shall evaluate 
and periodically report to Congress on the ef-
fectiveness of the Hospital Quality Report 
Card Initiative established under section 1898 
of the Social Security Act, as added by sec-
tion 3, including the effectiveness of the Ini-
tiative in meeting the purpose described in 
section 2. The Director shall make such re-
ports available to the public. 

(b) RESEARCH.—The Director of the Agency 
for Healthcare Research and Quality, in con-
sultation with the Administrator of the Cen-
ters for Medicare & Medicaid Services, shall 
use the outcomes from the evaluation con-
ducted pursuant to subsection (a) to increase 
the usefulness of the Hospital Quality Report 
Card Initiative, particularly for patients, as 
necessary. 

SA 3869. Mr. OBAMA submitted an 
amendment intended to be proposed by 
him to the bill S. 1955, to amend title 
I of the Employee Retirement Security 
Act of 1974 and the Public Health Serv-
ice Act to expand health care access 
and reduce costs through the creation 
of small business health plans and 
through modernization of the health 
insurance marketplace; which was or-
dered to lie on the table; as follows: 

Strike all after the enacting clause and in-
sert the following: 
SECTION 1. SHORT TITLE. 

This Act may be cited as the ‘‘Health Care 
for Hybrids Act’’. 
SEC. 2. FINDINGS. 

Congress makes the following findings: 
(1) The United States imports over half the 

oil it consumes. 
(2) According to present trends, the United 

States reliance on foreign oil will increase to 
68 percent of its total consumption by 2025. 

(3) With only 3 percent of the world’s 
known oil reserves, the health of the United 
States economy is dependent on world oil 
prices. 

(4) World oil prices are overwhelmingly 
dictated by countries other than the United 
States, thus endangering our economic and 
national security. 

(5) Legacy health care costs associated 
with retiree workers are an increasing bur-
den on the global competitiveness of Amer-
ican industries. 

(6) American automakers have lagged be-
hind their foreign competitors in producing 
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hybrid and other energy efficient auto-
mobiles. 

(7) Innovative uses of new technology in 
automobiles in the United States will help 
retain American jobs, support health care 
obligations for retiring workers in the auto-
motive sector, decrease America’s depend-
ence on foreign oil, and address pressing en-
vironmental concerns. 

TITLE I—PROGRAM 
SEC. 101. COORDINATING TASK FORCE. 

Not later than 6 months after the date of 
enactment of this Act, the Secretary of En-
ergy, the Secretary of Health and Human 
Services, the Secretary of Transportation, 
and the Secretary of the Treasury shall es-
tablish, and appoint an equal number of rep-
resentatives to, a task force (referred to in 
this Act as the ‘‘task force’’) to administer 
the program established under this Act. 
SEC. 102. ESTABLISHMENT OF PROGRAM. 

(a) IN GENERAL.—Not later than 1 year 
after the date of enactment of this Act, the 
task force established under section 101 shall 
establish a program to provide financial as-
sistance to eligible domestic automobile 
manufacturers for the costs incurred in pro-
viding health benefits to their retired em-
ployees. 

(b) CONSULTATION.—In establishing the pro-
gram under subsection (a), the task force 
shall consult with representatives from the 
domestic automobile manufacturers, unions 
representing employees of such manufactur-
ers, and consumer and environmental 
groups. 

(c) ELIGIBLE DOMESTIC AUTOMOBILE MANU-
FACTURER.—To be eligible to receive finan-
cial assistance under the program estab-
lished under subsection (a), a domestic auto-
mobile manufacturer shall— 

(1) submit an application to the task force 
at such time, in such manner, and con-
taining such information as the task force 
shall require; 

(2) certify that such manufacturer is pro-
viding full health care coverage to all of its 
domestic employees; 

(3) provide an assurance that the manufac-
turer will invest an amount equal to not less 
than 50 percent of the amount of health sav-
ings derived by the manufacturer as a result 
of its retiree health care costs being covered 
under the program under this section, in— 

(A) the domestic manufacture and com-
mercialization of petroleum fuel reduction 
technologies, including alternative or flexi-
ble fuel vehicles, hybrids, and other state-of- 
the-art fuel saving technologies; 

(B) the retraining of workers and retooling 
of assembly lines for such domestic manufac-
ture and commercialization; 

(C) research and development, design, com-
mercialization, and other costs related to 
the diversifying of domestic production of 
automobiles through the offering of high per-
formance fuel efficient vehicles; and 

(D) assisting domestic automobile compo-
nent suppliers to retool their domestic man-
ufacturing plants to produce components for 
petroleum fuel reduction technologies, in-
cluding alternative or flexible fuel vehicles, 
hybrid, advanced diesel, or other state-of- 
the-art fuel saving technologies; and 

(4) provide additional assurances and infor-
mation as the task force may require, in-
cluding information needed by the task force 
to audit the manufacturer’s compliance with 
the requirements of the program. 

(d) LIMITATION.—The total amount of fi-
nancial assistance that may be provided each 
year under the program under this section 
with respect to any single domestic auto-
mobile manufacturer shall not exceed an 
amount equal to 10 percent of the retiree 
health care costs of that manufacturer for 
that year. 

SEC. 103. REPORTING. 
Not later than 6 months after the date of 

enactment of this Act, and every 6 months 
thereafter, the task force shall submit to 
Congress a report on any financial assistance 
provided under this program under this Act 
and the resulting changes in the manufac-
ture and commercialization of fuel saving 
technologies implemented by auto manufac-
turers as a result of such financial assist-
ance. Not later than 1 year after the date of 
enactment of this Act, the task force shall 
submit a report to Congress on the effective-
ness of current consumer incentives avail-
able for the purchase of hybrid vehicles in 
encouraging the purchase of such vehicles 
and whether these incentives should be ex-
panded. 
SEC. 104. AUTHORIZATION OF APPROPRIATIONS. 

There are authorized to be appropriated, 
such sums as may be necessary in each fiscal 
year to carry out this Act. 
SEC. 105. LIMITATION ON BACKSLIDING. 

To be eligible to receive financial assist-
ance under this title, a manufacturer shall 
provide assurances to the task force that 
fuel savings achieved with respect its aver-
age adjusted fuel economy will not result in 
decreases with respect to fuel economy else-
where in the domestic fleet. The task force 
shall determine compliance with such assur-
ances using accepted measurements of fuel 
savings. 
SEC. 106. TERMINATION OF PROGRAM. 

The program established under this title 
shall terminate on December 31, 2015. 

TITLE II—OFFSETS 
SEC. 201. CLARIFICATION OF ECONOMIC SUB-

STANCE DOCTRINE. 
(a) IN GENERAL.—Section 7701 of the Inter-

nal Revenue Code of 1986 is amended by re-
designating subsection (o) as subsection (p) 
and by inserting after subsection (n) the fol-
lowing new subsection: 

‘‘(o) CLARIFICATION OF ECONOMIC SUBSTANCE 
DOCTRINE; ETC.— 

‘‘(1) GENERAL RULES.— 
‘‘(A) IN GENERAL.—In any case in which a 

court determines that the economic sub-
stance doctrine is relevant for purposes of 
this title to a transaction (or series of trans-
actions), such transaction (or series of trans-
actions) shall have economic substance only 
if the requirements of this paragraph are 
met. 

‘‘(B) DEFINITION OF ECONOMIC SUBSTANCE.— 
For purposes of subparagraph (A)— 

‘‘(i) IN GENERAL.—A transaction has eco-
nomic substance only if— 

‘‘(I) the transaction changes in a meaning-
ful way (apart from Federal tax effects) the 
taxpayer’s economic position, and 

‘‘(II) the taxpayer has a substantial nontax 
purpose for entering into such transaction 
and the transaction is a reasonable means of 
accomplishing such purpose. 

In applying subclause (II), a purpose of 
achieving a financial accounting benefit 
shall not be taken into account in deter-
mining whether a transaction has a substan-
tial nontax purpose if the origin of such fi-
nancial accounting benefit is a reduction of 
income tax 

‘‘(ii) SPECIAL RULE WHERE TAXPAYER RELIES 
ON PROFIT POTENTIAL.—A transaction shall 
not be treated as having economic substance 
by reason of having a potential for profit un-
less— 

‘‘(I) the present value of the reasonably ex-
pected pre-tax profit from the transaction is 
substantial in relation to the present value 
of the expected net tax benefits that would 
be allowed if the transaction were respected, 
and 

‘‘(II) the reasonably expected pre-tax profit 
from the transaction exceeds a risk-free rate 
of return. 

‘‘(C) TREATMENT OF FEES AND FOREIGN 
TAXES.—Fees and other transaction expenses 
and foreign taxes shall be taken into account 
as expenses in determining pre-tax profit 
under subparagraph (B)(ii). 

‘‘(2) SPECIAL RULES FOR TRANSACTION WITH 
TAX-INDIFFERENT PARTIES.— 

‘‘(A) SPECIAL RULES FOR FINANCING TRANS-
ACTIONS.—The form of a transaction which is 
in substance the borrowing of money or the 
acquisition of financial capital directly or 
indirectly from a tax-indifferent party shall 
not be respected if the present value of the 
deductions to be claimed with respect to the 
transaction is substantially in excess of the 
present value of the anticipated economic re-
turns of the person lending the money or 
providing the financial capital. A public of-
fering shall be treated as a borrowing, or an 
acquisition of financial capital, from a tax- 
indifferent party if it is reasonably expected 
that at least 50 percent of the offering will be 
placed with tax-indifferent parties. 

‘‘(B) ARTIFICIAL INCOME SHIFTING AND BASIS 
ADJUSTMENTS.—The form of a transaction 
with a tax-indifferent party shall not be re-
spected if— 

‘‘(i) it results in an allocation of income or 
gain to the tax-indifferent party in excess of 
such party’s economic income or gain, or 

‘‘(ii) it results in a basis adjustment or 
shifting of basis on account of overstating 
the income or gain of the tax-indifferent 
party. 

‘‘(3) DEFINITIONS AND SPECIAL RULES.—For 
purposes of this subsection— 

‘‘(A) ECONOMIC SUBSTANCE DOCTRINE.—The 
term ‘economic substance doctrine’ means 
the common law doctrine under which tax 
benefits under title I with respect to a trans-
action are not allowable if the transaction 
does not have economic substance or lacks a 
business purpose. 

‘‘(B) TAX-INDIFFERENT PARTY.—The term 
‘tax-indifferent party’ means any person or 
entity not subject to tax imposed by title I. 
A person shall be treated as a tax-indifferent 
party with respect to a transaction if the 
items taken into account with respect to the 
transaction have no substantial impact on 
such person’s liability under title I. 

‘‘(C) EXCEPTION FOR PERSONAL TRANS-
ACTIONS OF INDIVIDUALS.—In the case of an 
individual, this subsection shall apply only 
to transactions entered into in connection 
with a trade or business or an activity en-
gaged in for the production of income. 

‘‘(D) TREATMENT OF LESSORS.—In applying 
paragraph (1)(B)(ii) to the lessor of tangible 
property subject to a lease— 

‘‘(i) the expected net tax benefits with re-
spect to the leased property shall not include 
the benefits of— 

‘‘(I) depreciation, 
‘‘(II) any tax credit, or 
‘‘(III) any other deduction as provided in 

guidance by the Secretary, and 
‘‘(ii) subclause (II) of paragraph (1)(B)(ii) 

shall be disregarded in determining whether 
any of such benefits are allowable. 

‘‘(4) OTHER COMMON LAW DOCTRINES NOT AF-
FECTED.—Except as specifically provided in 
this subsection, the provisions of this sub-
section shall not be construed as altering or 
supplanting any other rule of law, and the 
requirements of this subsection shall be con-
strued as being in addition to any such other 
rule of law. 

‘‘(5) REGULATIONS.—The Secretary shall 
prescribe such regulations as may be nec-
essary or appropriate to carry out the pur-
poses of this subsection. Such regulations 
may include exemptions from the applica-
tion of this subsection.’’. 

(b) EFFECTIVE DATE.—The amendments 
made by this section shall apply to trans-
actions entered into after the date of the en-
actment of this Act. 
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SEC. 202. PENALTY FOR UNDERSTATEMENTS AT-

TRIBUTABLE TO TRANSACTIONS 
LACKING ECONOMIC SUBSTANCE, 
ETC. 

(a) IN GENERAL.—Subchapter A of chapter 
68 of the Internal Revenue Code of 1986 is 
amended by inserting after section 6662A the 
following new section: 
‘‘SEC. 6662A. PENALTY FOR UNDERSTATEMENTS 

ATTRIBUTABLE TO TRANSACTIONS 
LACKING ECONOMIC SUBSTANCE, 
ETC. 

‘‘(a) IMPOSITION OF PENALTY.—If a taxpayer 
has an noneconomic substance transaction 
understatement for any taxable year, there 
shall be added to the tax an amount equal to 
40 percent of the amount of such understate-
ment. 

‘‘(b) REDUCTION OF PENALTY FOR DISCLOSED 
TRANSACTIONS.—Subsection (a) shall be ap-
plied by substituting ‘20 percent’ for ‘40 per-
cent’ with respect to the portion of any non-
economic substance transaction understate-
ment with respect to which the relevant 
facts affecting the tax treatment of the item 
are adequately disclosed in the return or a 
statement attached to the return. 

‘‘(c) NONECONOMIC SUBSTANCE TRANSACTION 
UNDERSTATEMENT.—For purposes of this sec-
tion— 

‘‘(1) IN GENERAL.—The term ‘noneconomic 
substance transaction understatement’ 
means any amount which would be an under-
statement under section 6662A(b)(1) if section 
6662A were applied by taking into account 
items attributable to noneconomic sub-
stance transactions rather than items to 
which section 6662A would apply without re-
gard to this paragraph. 

‘‘(2) NONECONOMIC SUBSTANCE TRANS-
ACTION.—The term ‘noneconomic substance 
transaction’ means any transaction if— 

‘‘(A) there is a lack of economic substance 
(within the meaning of section 7701(o)(1)) for 
the transaction giving rise to the claimed 
benefit or the transaction was not respected 
under section 7701(o)(2), or 

‘‘(B) the transaction fails to meet the re-
quirements of any similar rule of law. 

‘‘(d) RULES APPLICABLE TO COMPROMISE OF 
PENALTY.— 

‘‘(1) IN GENERAL.—If the 1st letter of pro-
posed deficiency which allows the taxpayer 
an opportunity for administrative review in 
the Internal Revenue Service Office of Ap-
peals has been sent with respect to a penalty 
to which this section applies, only the Com-
missioner of Internal Revenue may com-
promise all or any portion of such penalty. 

‘‘(2) APPLICABLE RULES.—The rules of para-
graphs (2) and (3) of section 6707A(d) shall 
apply for purposes of paragraph (1). 

‘‘(e) COORDINATION WITH OTHER PEN-
ALTIES.—Except as otherwise provided in this 
part, the penalty imposed by this section 
shall be in addition to any other penalty im-
posed by this title. 

‘‘(f) CROSS REFERENCES.— 
‘‘(1) For coordination of penalty with un-

derstatements under section 6662 and other 
special rules, see section 6662A(e). 

‘‘(2) For reporting of penalty imposed 
under this section to the Securities and Ex-
change Commission, see section 6707A(e).’’. 

(b) COORDINATION WITH OTHER UNDERSTATE-
MENTS AND PENALTIES.— 

(1) The second sentence of section 
6662(d)(2)(A) of the Internal Revenue Code of 
1986 is amended by inserting ‘‘and without 
regard to items with respect to which a pen-
alty is imposed by section 6662B’’ before the 
period at the end. 

(2) Subsection (e) of section 6662A of the In-
ternal Revenue Code of 1986 is amended— 

(A) in paragraph (1), by inserting ‘‘and non-
economic substance transaction understate-
ments’’ after ‘‘reportable transaction under-
statements’’ both places it appears, 

(B) in paragraph (2)(A), by inserting ‘‘and a 
noneconomic substance transaction under-
statement’’ after ‘‘reportable transaction un-
derstatement’’, 

(C) in paragraph (2)(B), by inserting ‘‘6662B 
or’’ before ‘‘6663’’, 

(D) in paragraph (2)(C)(i), by inserting ‘‘or 
section 6662B’’ before the period at the end, 

(E) in paragraph (2)(C)(ii), by inserting 
‘‘and section 6662B’’ after ‘‘This section’’, 

(F) in paragraph (3), by inserting ‘‘or non-
economic substance transaction understate-
ment’’ after ‘‘reportable transaction under-
statement’’, and 

(G) by adding at the end the following new 
paragraph: 

‘‘(3) NONECONOMIC SUBSTANCE TRANSACTION 
UNDERSTATEMENT.—For purposes of this sub-
section, the term ‘noneconomic substance 
transaction understatement’ has the mean-
ing given such term by section 6662B(c).’’. 

(3) Subsection (e) of section 6707A of the In-
ternal Revenue Code of 1986 is amended— 

(A) by striking ‘‘or’’ at the end of subpara-
graph (B), and 

(B) by striking subparagraph (C) and in-
serting the following new subparagraphs: 

‘‘(C) is required to pay a penalty under sec-
tion 6662B with respect to any noneconomic 
substance transaction, or 

‘‘(D) is required to pay a penalty under sec-
tion 6662(h) with respect to any transaction 
and would (but for section 6662A(e)(2)(C)) 
have been subject to penalty under section 
6662A at a rate prescribed under section 
6662A(c) or under section 6662B,’’. 

(c) CLERICAL AMENDMENT.—The table of 
sections for part II of subchapter A of chap-
ter 68 of the Internal Revenue Code of 1986 is 
amended by inserting after the item relating 
to section 6662A the following new item: 

‘‘Sec. 6662B. Penalty for understate-
ments attributable to trans-
actions lacking economic sub-
stance, etc.’’. 

(d) EFFECTIVE DATE.—The amendments 
made by this section shall apply to trans-
actions entered into after the date of the en-
actment of this Act. 
SEC. 203. DENIAL OF DEDUCTION FOR INTEREST 

ON UNDERPAYMENTS ATTRIB-
UTABLE TO NONECONOMIC SUB-
STANCE TRANSACTIONS. 

(a) IN GENERAL.—Section 163(m) of the In-
ternal Revenue Code of 1986 (relating to in-
terest on unpaid taxes attributable to non-
disclosed reportable transactions) is amend-
ed— 

(1) by striking ‘‘attributable’’ and all that 
follows and inserting the following: ‘‘attrib-
utable to— 

‘‘(1) the portion of any reportable trans-
action understatement (as defined in section 
6662A(b)) with respect to which the require-
ment of section 6664(d)(2)(A) is not met, or 

‘‘(2) any noneconomic substance trans-
action understatement (as defined in section 
6662B(c)).’’; and 

(2) by inserting ‘‘and noneconomic sub-
stance transactions’’ after ‘‘transactions’’. 

(b) EFFECTIVE DATE.—The amendments 
made by this section shall apply to trans-
actions after the date of the enactment of 
this Act in taxable years ending after such 
date. 

SA 3870. Mr. OBAMA submitted an 
amendment intended to be proposed by 
him to the bill S. 1955, to amend title 
I of the Employee Retirement Security 
Act of 1974 and the Public Health Serv-
ice Act to expand health care access 
and reduce costs through the creation 
of small business health plans and 
through modernization of the health 
insurance marketplace; which was or-
dered to lie on the table; as follows: 

Strike out all after the enacting clause and 
insert the following: 
SECTION 1. SHORT TITLE. 

This Act may be cited as the ‘‘Healthy 
Places Act of 2006’’. 
SEC. 2. DEFINITIONS. 

In this Act: 
(1) ADMINISTRATOR.—The term ‘‘Adminis-

trator’’ means the Administrator of the En-
vironmental Protection Agency. 

(2) BUILT ENVIRONMENT.—The term ‘‘built 
environment’’ means an environment con-
sisting of all buildings, spaces, and products 
that are created or modified by people, in-
cluding— 

(A) homes, schools, workplaces, parks and 
recreation areas, greenways, business areas, 
and transportation systems; 

(B) electric transmission lines; 
(C) waste disposal sites; and 
(D) land-use planning and policies that im-

pact urban, rural, and suburban commu-
nities. 

(3) DIRECTOR.—The term ‘‘Director’’ means 
the Director of the Centers for Disease Con-
trol and Prevention. 

(4) ENVIRONMENTAL HEALTH.—The term 
‘‘environmental health’’ means the health 
and well-being of a population as affected 
by— 

(A) the direct pathological effects of 
chemicals, radiation, and some biological 
agents; and 

(B) the effects (often indirect) of the broad 
physical, psychological, social, and aesthetic 
environment. 

(5) HEALTH IMPACT ASSESSMENT.—The term 
‘‘health impact assessment’’ means any com-
bination of procedures, methods, tools, and 
means used under section 4 to analyze the 
actual or potential effects of a policy, pro-
gram, or project on the health of a popu-
lation (including the distribution of those ef-
fects within the population). 

(6) SECRETARY.—The term ‘‘Secretary’’ 
means the Secretary of Health and Human 
Services. 
SEC. 3. INTERAGENCY WORKING GROUP ON ENVI-

RONMENTAL HEALTH. 
(a) DEFINITIONS.—In this section: 
(1) INSTITUTE.—The term ‘‘Institute’’ 

means the Institute of Medicine of the Na-
tional Academies of Science. 

(2) IWG.—The term ‘‘IWG’’ means the 
interagency working group established under 
subsection (b). 

(b) ESTABLISHMENT.—The Secretary, in co-
ordination with the Administrator, shall es-
tablish an interagency working group to dis-
cuss environmental health concerns, particu-
larly concerns disproportionately affecting 
disadvantaged populations. 

(c) MEMBERSHIP.—The IWG shall be com-
posed of a representative from each Federal 
agency (as appointed by the head of the 
agency) that has jurisdiction over, or is af-
fected by, environmental policies and 
projects, including— 

(1) the Council on Environmental Quality; 
(2) the Department of Agriculture; 
(3) the Department of Commerce; 
(4) the Department of Defense; 
(5) the Department of Education; 
(6) the Department of Energy; 
(7) the Department of Health and Human 

Services; 
(8) the Department of Housing and Urban 

Development; 
(9) the Department of the Interior; 
(10) the Department of Justice; 
(11) the Department of Labor; 
(12) the Department of State; 
(13) the Department of Transportation; 
(14) the Environmental Protection Agency; 

and 
(15) such other Federal agencies as the Ad-

ministrator and the Secretary jointly deter-
mine to be appropriate. 

VerDate Mar 15 2010 23:41 Feb 05, 2014 Jkt 081600 PO 00000 Frm 00072 Fmt 4624 Sfmt 0634 E:\2006SENATE\S09MY6.REC S09MY6m
m

ah
er

 o
n 

D
S

K
C

G
S

P
4G

1 
w

ith
 S

O
C

IA
LS

E
C

U
R

IT
Y



CONGRESSIONAL RECORD — SENATE S4235 May 9, 2006 
(d) DUTIES.—The IWG shall— 
(1) facilitate communication and partner-

ship on environmental health-related 
projects and policies— 

(A) to generate a better understanding of 
the interactions between policy areas; and 

(B) to raise awareness of the relevance of 
health across policy areas to ensure that the 
potential positive and negative health con-
sequences of decisions are not overlooked; 

(2) serve as a centralized mechanism to co-
ordinate a national effort— 

(A) to discuss and evaluate evidence and 
knowledge on the relationship between the 
general environment and the health of the 
population of the United States; 

(B) to determine the range of effective, fea-
sible, and comprehensive actions to improve 
environmental health; and 

(C) to examine and better address the in-
fluence of social and environmental deter-
minants of health; 

(3) survey Federal agencies to determine 
which policies are effective in encouraging, 
and how best to facilitate outreach without 
duplicating, efforts relating to environ-
mental health promotion; 

(4) establish specific goals within and 
across Federal agencies for environmental 
health promotion, including determinations 
of accountability for reaching those goals; 

(5) develop a strategy for allocating re-
sponsibilities and ensuring participation in 
environmental health promotions, particu-
larly in the case of competing agency prior-
ities; 

(6) coordinate plans to communicate re-
search results relating to environmental 
health to enable reporting and outreach ac-
tivities to produce more useful and timely 
information; 

(7) establish an interdisciplinary com-
mittee to continue research efforts to fur-
ther understand the relationship between the 
built environment and health factors (in-
cluding air quality, physical activity levels, 
housing quality, access to primary health 
care practitioners and health care facilities, 
injury risk, and availability of nutritional, 
fresh food) that coordinates the expertise of 
the public health, urban planning, and trans-
portation communities; 

(8) develop an appropriate research agenda 
for Federal agencies— 

(A) to support— 
(i) longitudinal studies; 
(ii) rapid-response capability to evaluate 

natural conditions and occurrences; and 
(iii) extensions of national databases; and 
(B) to review evaluation and economic 

data relating to the impact of Federal inter-
ventions on the prevention of environmental 
health concerns; 

(9) initiate environmental health impact 
demonstration projects to develop integrated 
place-based models for addressing commu-
nity quality-of-life issues; 

(10) provide a description of evidence-based 
best practices, model programs, effective 
guidelines, and other strategies for pro-
moting environmental health; 

(11) make recommendations to improve 
Federal efforts relating to environmental 
health promotion and to ensure Federal ef-
forts are consistent with available standards 
and evidence and other programs in exist-
ence as of the date of enactment of this Act; 

(12) monitor Federal progress in meeting 
specific environmental health promotion 
goals; 

(13) assist in ensuring, to the maximum ex-
tent practicable, integration of the impact of 
environmental policies, programs, and ac-
tivities on the areas under Federal jurisdic-
tion; 

(14) assist in the implementation of the 
recommendations from the reports of the In-
stitute of Medicine entitled ‘‘Does the Built 

Environment Influence Physical Activity? 
Examining the Evidence’’ and dated January 
11, 2005, and ‘‘Rebuilding the Unity of Health 
and the Environment: A New Vision of Envi-
ronmental Health for the 21st Century’’ and 
dated January 22, 2001, including rec-
ommendations for— 

(A) the expansion of national public health 
and travel surveys to provide more detailed 
information about the connection between 
the built environment and health, including 
expansion of such surveys as— 

(i) the Behavioral Risk Factor Surveil-
lance System, the National Health and Nu-
trition Examination Survey, and the Na-
tional Health Interview Survey conducted by 
the Centers for Disease Control and Preven-
tion; 

(ii) the American Community survey con-
ducted by the Census Bureau; 

(iii) the American Time Use Survey con-
ducted by the Bureau of Labor Statistics; 

(iv) the Youth Risk Behavior Survey con-
ducted by the Centers for Disease Control 
and Prevention; and 

(v) the National Longitudinal Cohort Sur-
vey of American Children (the National Chil-
dren’s Study) conducted by the National In-
stitute of Child Health and Human Develop-
ment; 

(B) collaboration with national initiatives 
to learn from natural experiments such as 
observations from changes in the built envi-
ronment and the consequent effects on 
health; 

(C) development of a program of research 
with a defined mission and recommended 
budget, concentrating on multiyear projects 
and enhanced data collection; 

(D) development of interdisciplinary edu-
cation programs— 

(i) to train professionals in conducting rec-
ommended research; and 

(ii) to prepare practitioners with appro-
priate skills at the intersection of physical 
activity, public health, transportation, and 
urban planning; 

(15) not later than 2 years after the date of 
enactment of this Act, submit to Congress a 
report that describes the extent to which 
recommendations from the Institute of Med-
icine reports described in paragraph (14) were 
executed; and 

(16) assist the Director with the develop-
ment of guidance for the assessment of the 
potential health effects of land use, housing, 
and transportation policy and plans. 

(e) MEETINGS.— 
(1) IN GENERAL.—The IWG shall meet at 

least 3 times each year. 
(2) ANNUAL CONFERENCE.—The Secretary, 

acting through the Director and in collabo-
ration with the Administrator, shall sponsor 
an annual conference on environmental 
health and health disparities to enhance co-
ordination, build partnerships, and share 
best practices in environmental health data 
collection, analysis, and reporting. 

(f) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated such 
sums as are necessary to carry out this sec-
tion. 
SEC. 4. HEALTH IMPACT ASSESSMENTS. 

(a) DEFINITION OF ELIGIBLE ENTITY.—In this 
section, the term ‘‘eligible entity’’ means 
any unit of State or local government the ju-
risdiction of which includes individuals or 
populations the health of which are or will 
be affected by an activity or a proposed ac-
tivity. 

(b) ESTABLISHMENT.—The Secretary, acting 
through the Director and in collaboration 
with the Administrator, shall— 

(1) establish a program at the National 
Center of Environmental Health at the Cen-
ters for Disease Control and Prevention fo-
cused on advancing the field of health im-
pact assessment, including— 

(A) collecting and disseminating best prac-
tices; 

(B) administering capacity building grants, 
in accordance with subsection (d); 

(C) providing technical assistance; 
(D) providing training; 
(E) conducting evaluations; and 
(F) awarding competitive extramural re-

search grants; 
(2) in accordance with subsection (f), de-

velop guidance to conduct health impact as-
sessments; and 

(3) establish a grant program to allow eli-
gible entities to conduct health impact as-
sessments. 

(c) GUIDANCE.—The Director, in collabora-
tion with the IWG, shall— 

(1) develop guidance for the assessment of 
the potential health effects of land use, hous-
ing, and transportation policy and plans, in-
cluding— 

(A) background on international efforts to 
bridge urban planning and public health in-
stitutions and disciplines, including a review 
of health impact assessment best practices 
internationally; 

(B) evidence-based causal pathways that 
link urban planning, transportation, and 
housing policy and objectives to human 
health objectives; 

(C) data resources and quantitative and 
qualitative forecasting methods to evaluate 
both the status of health determinants and 
health effects; and 

(D) best practices for inclusive public in-
volvement in planning decision-making; 

(2) not later than 1 year after the date of 
enactment of this Act, promulgate the guid-
ance; and 

(3) present the guidance to the public at 
the annual conference described in section 
3(e)(2). 

(d) GRANT PROGRAM.—The Secretary, act-
ing through the Director and in collabora-
tion with the Administrator, shall establish 
a program under which the Secretary shall 
provide funding and technical assistance to 
eligible entities to prepare health impact as-
sessments— 

(1) to ensure that appropriate health fac-
tors are taken into consideration as early as 
practicable during any planning, review, or 
decision-making process; and 

(2) to evaluate the effect on the health of 
individuals and populations, and on social 
and economic development, of decisions 
made outside of the health sector that result 
in modifications of a physical or social envi-
ronment. 

(e) APPLICATIONS.— 
(1) IN GENERAL.—To receive a grant under 

this section, an eligible entity shall submit 
to the Secretary an application in accord-
ance with this subsection, in such time, in 
such manner, and containing such additional 
information as the Secretary may require. 

(2) INCLUSION.— 
(A) IN GENERAL.—An application under this 

subsection shall include an assessment by 
the eligible entity of the probability that an 
applicable activity or proposed activity will 
have at least 1 significant, adverse health ef-
fect on an individual or population in the ju-
risdiction of the eligible entity, based on the 
criteria described in subparagraph (B). 

(B) CRITERIA.—The criteria referred to in 
subparagraph (A) include, with respect to the 
applicable activity or proposed activity— 

(i) any substantial adverse effect on— 
(I) existing air quality, ground or surface 

water quality or quantity, or traffic or noise 
levels; 

(II) a significant habitat area; 
(III) physical activity; 
(IV) injury; 
(V) mental health; 
(VI) social capital; 
(VII) accessibility; 
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(VIII) the character or quality of an impor-

tant historical, archeological, architectural, 
or aesthetic resource (including neighbor-
hood character) of the community of the eli-
gible entity; or 

(IX) any other natural resource; 
(ii) any increase in— 
(I) solid waste production; or 
(II) problems relating to erosion, flooding, 

leaching, or drainage; 
(iii) any requirement that a large quantity 

of vegetation or fauna be removed or de-
stroyed; 

(iv) any conflict with the plans or goals of 
the community of the eligible entity; 

(v) any major change in the quantity or 
type of energy used by the community of the 
eligible entity; 

(vi) any hazard presented to human health; 
(vii) any substantial change in the use, or 

intensity of use, of land in the jurisdiction of 
the eligible entity, including agricultural, 
open space, and recreational uses; 

(viii) the probability that the activity or 
proposed activity will result in an increase 
in tourism in the jurisdiction of the eligible 
entity; 

(ix) any substantial, adverse aggregate im-
pact on environmental health resulting 
from— 

(I) changes caused by the activity or pro-
posed activity to 2 or more elements of the 
environment; or 

(II) 2 or more related actions carried out 
under the activity or proposed activity; and 

(x) any other significant change of con-
cern, as determined by the eligible entity. 

(C) FACTORS FOR CONSIDERATION.—In mak-
ing an assessment under subparagraph (A), 
an eligible entity may take into consider-
ation any reasonable, direct, indirect, or cu-
mulative effect relating to the applicable ac-
tivity or proposed activity, including the ef-
fect of any action that is— 

(i) included in the long-range plan relating 
to the activity or proposed activity; 

(ii) likely to be carried out in coordination 
with the activity or proposed activity; 

(iii) dependent on the occurrence of the ac-
tivity or proposed activity; or 

(iv) likely to have a disproportionate im-
pact on disadvantaged populations. 

(f) USE OF FUNDS.— 
(1) IN GENERAL.—An eligible entity shall 

use assistance received under this section to 
prepare and submit to the Secretary a health 
impact assessment in accordance with this 
subsection. 

(2) PURPOSES.—The purposes of a health 
impact assessment are— 

(A) to facilitate the involvement of State 
and local health officials in community plan-
ning and land use decisions to identify any 
potential health concern relating to an ac-
tivity or proposed activity; 

(B) to provide for an investigation of any 
health-related issue addressed in an environ-
mental impact statement or policy appraisal 
relating to an activity or a proposed activ-
ity; 

(C) to describe and compare alternatives 
(including no-action alternatives) to an ac-
tivity or a proposed activity to provide clari-
fication with respect to the costs and bene-
fits of the activity or proposed activity; and 

(D) to contribute to the findings of an envi-
ronmental impact statement with respect to 
the terms and conditions of implementing an 
activity or a proposed activity, as necessary. 

(3) REQUIREMENTS.—A health impact as-
sessment prepared under this subsection 
shall— 

(A) describe the relevance of the applicable 
activity or proposed activity (including the 
policy of the activity) with respect to health 
issues; 

(B) assess each health impact of the appli-
cable activity or proposed activity; 

(C) provide recommendations of the eligi-
ble entity with respect to— 

(i) the mitigation of any adverse impact on 
health of the applicable activity or proposed 
activity; or 

(ii) the encouragement of any positive im-
pact of the applicable activity or proposed 
activity; 

(D) provide for monitoring of the impacts 
on health of the applicable activity or pro-
posed activity, as the eligible entity deter-
mines to be appropriate; and 

(E) include a list of each comment received 
with respect to the health impact assess-
ment under subsection (e). 

(4) METHODOLOGY.—In preparing a health 
impact assessment under this subsection, an 
eligible entity— 

(A) shall follow guidelines developed by the 
Director, in collaboration with the IWG, 
that— 

(i) are consistent with subsection (c); 
(ii) will be established not later than 1 year 

after the date of enactment of this Act; and 
(iii) will be made publicly available at the 

annual conference described in section 
3(e)(2); and 

(B) may establish a balance, as the eligible 
entity determines to be appropriate, between 
the use of— 

(i) rigorous methods requiring special 
skills or increased use of resources; and 

(ii) expedient, cost-effective measures. 
(g) PUBLIC PARTICIPATION.— 
(1) IN GENERAL.—Before preparing and sub-

mitting to the Secretary a final health im-
pact assessment, an eligible entity shall re-
quest and take into consideration public and 
agency comments, in accordance with this 
subsection. 

(2) REQUIREMENT.—Not later than 30 days 
after the date on which a draft health impact 
assessment is completed, an eligible entity 
shall submit the draft health impact assess-
ment to each Federal agency, and each State 
and local organization, that— 

(A) has jurisdiction with respect to the ac-
tivity or proposed activity to which the 
health impact assessment applies; 

(B) has special knowledge with respect to 
an environmental or health impact of the ac-
tivity or proposed activity; or 

(C) is authorized to develop or enforce any 
environmental standard relating to the ac-
tivity or proposed activity. 

(3) COMMENTS REQUESTED.— 
(A) REQUEST BY ELIGIBLE ENTITY.—An eligi-

ble entity may request comments with re-
spect to a health impact assessment from— 

(i) affected Indian tribes; 
(ii) interested or affected individuals or or-

ganizations; and 
(iii) any other State or local agency, as the 

eligible entity determines to be appropriate. 
(B) REQUEST BY OTHERS.—Any interested or 

affected agency, organization, or individual 
may— 

(i) request an opportunity to comment on 
a health impact assessment; and 

(ii) submit to the appropriate eligible enti-
ty comments with respect to the health im-
pact assessment by not later than— 

(I) for a Federal, State, or local govern-
ment agency or organization, the date on 
which a final health impact assessment is 
prepared; and 

(II) for any other individual or organiza-
tion, the date described in subclause (I) or 
another date, as the eligible entity may de-
termine. 

(4) RESPONSE TO COMMENTS.—A final health 
impact assessment shall describe the re-
sponse of the eligible entity to comments re-
ceived within a 90-day period under this sub-
section, including— 

(A) a description of any means by which 
the eligible entity, as a result of such a com-
ment— 

(i) modified an alternative recommended 
with respect to the applicable activity or 
proposed activity; 

(ii) developed and evaluated any alter-
native not previously considered by the eli-
gible entity; 

(iii) supplemented, improved, or modified 
an analysis of the eligible entity; or 

(iv) made any factual correction to the 
health impact assessment; and 

(B) for any comment with respect to which 
the eligible entity took no action, an expla-
nation of the reasons why no action was 
taken and, if appropriate, a description of 
the circumstances under which the eligible 
entity would take such an action. 

(h) HEALTH IMPACT ASSESSMENT DATA-
BASE.—The Secretary, acting through the Di-
rector and in collaboration with the Admin-
istrator, shall establish and maintain a 
health impact assessment database, includ-
ing— 

(1) a catalog of health impact assessments 
received under this section; 

(2) an inventory of tools used by eligible 
entities to prepare draft and final health im-
pact assessments; and 

(3) guidance for eligible entities with re-
spect to the selection of appropriate tools de-
scribed in paragraph (2). 

(i) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to 
carry out this section such sums as are nec-
essary. 
SEC. 5. GRANT PROGRAM. 

(a) DEFINITIONS.—In this section: 
(1) DIRECTOR.—The term ‘‘Director’’ means 

the Director of the Centers for Disease Con-
trol and Prevention, acting in collaboration 
with the Administrator and the Director of 
the National Institute of Environmental 
Health Sciences. 

(2) ELIGIBLE ENTITY.—The term ‘‘eligible 
entity’’ means a State or local community 
that— 

(A) bears a disproportionate burden of ex-
posure to environmental health hazards; 

(B) has established a coalition— 
(i) with not less than 1 community-based 

organization; and 
(ii) with not less than 1— 
(I) public health entity; 
(II) health care provider organization; or 
(III) academic institution; 
(C) ensures planned activities and funding 

streams are coordinated to improve commu-
nity health; and 

(D) submits an application in accordance 
with subsection (c). 

(b) ESTABLISHMENT.—The Director shall es-
tablish a grant program under which eligible 
entities shall receive grants to conduct envi-
ronmental health improvement activities. 

(c) APPLICATION.—To receive a grant under 
this section, an eligible entity shall submit 
an application to the Director at such time, 
in such manner, and accompanied by such in-
formation as the Director may require. 

(d) COOPERATIVE AGREEMENTS.—An eligible 
entity may use a grant under this section— 

(1) to promote environmental health; and 
(2) to address environmental health dis-

parities. 
(e) AMOUNT OF COOPERATIVE AGREEMENT.— 
(1) IN GENERAL.—The Director shall award 

grants to eligible entities at the 2 different 
funding levels described in this subsection. 

(2) LEVEL 1 COOPERATIVE AGREEMENTS.— 
(A) IN GENERAL.—An eligible entity award-

ed a grant under this paragraph shall use the 
funds to identify environmental health prob-
lems and solutions by— 

(i) establishing a planning and prioritizing 
council in accordance with subparagraph (B); 
and 

(ii) conducting an environmental health 
assessment in accordance with subparagraph 
(C). 
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(B) PLANNING AND PRIORITIZING COUNCIL.— 
(i) IN GENERAL.—A prioritizing and plan-

ning council established under subparagraph 
(A)(i) (referred to in this paragraph as a 
‘‘PPC’’) shall assist the environmental 
health assessment process and environ-
mental health promotion activities of the el-
igible entity. 

(ii) MEMBERSHIP.—Membership of a PPC 
shall consist of representatives from various 
organizations within public health, planning, 
development, and environmental services 
and shall include stakeholders from vulner-
able groups such as children, the elderly, dis-
abled, and minority ethnic groups that are 
often not actively involved in democratic or 
decision-making processes. 

(iii) DUTIES.—A PPC shall— 
(I) identify key stakeholders and engage 

and coordinate potential partners in the 
planning process; 

(II) establish a formal advisory group to 
plan for the establishment of services; 

(III) conduct an in-depth review of the na-
ture and extent of the need for an environ-
mental health assessment, including a local 
epidemiological profile, an evaluation of the 
service provider capacity of the community, 
and a profile of any target populations; and 

(IV) define the components of care and 
form essential programmatic linkages with 
related providers in the community. 

(C) ENVIRONMENTAL HEALTH ASSESSMENT.— 
(i) IN GENERAL.—A PPC shall carry out an 

environmental health assessment to identify 
environmental health concerns. 

(ii) ASSESSMENT PROCESS.—The PPC shall— 
(I) define the goals of the assessment; 
(II) generate the environmental health 

issue list; 
(III) analyze issues with a systems frame-

work; 
(IV) develop appropriate community envi-

ronmental health indicators; 
(V) rank the environmental health issues; 
(VI) set priorities for action; 
(VII) develop an action plan; 
(VIII) implement the plan; and 
(IX) evaluate progress and planning for the 

future. 
(D) EVALUATION.—Each eligible entity that 

receives a grant under this paragraph shall 
evaluate, report, and disseminate program 
findings and outcomes. 

(E) TECHNICAL ASSISTANCE.—The Director 
may provide such technical and other non-fi-
nancial assistance to eligible entities as the 
Director determines to be necessary. 

(3) LEVEL 2 COOPERATIVE AGREEMENTS.— 
(A) ELIGIBILITY.— 
(i) IN GENERAL.—The Director shall award 

grants under this paragraph to eligible enti-
ties that have already— 

(I) established broad-based collaborative 
partnerships; and 

(II) completed environmental assessments. 
(ii) NO LEVEL 1 REQUIREMENT.—To be eligi-

ble to receive a grant under this paragraph, 
an eligible entity is not required to have suc-
cessfully completed a Level 1 Cooperative 
Agreement (as described in paragraph (2). 

(B) USE OF GRANT FUNDS.—An eligible enti-
ty awarded a grant under this paragraph 
shall use the funds to further activities to 
carry out environmental health improve-
ment activities, including— 

(i) addressing community environmental 
health priorities in accordance with para-
graph (2)(C)(ii), including— 

(I) air quality; 
(II) water quality; 
(III) solid waste; 
(IV) land use; 
(V) housing; 
(VI) food safety; 
(VII) crime; 
(VIII) injuries; and 
(IX) healthcare services; 

(ii) building partnerships between plan-
ning, public health, and other sectors, to ad-
dress how the built environment impacts 
food availability and access and physical ac-
tivity to promote healthy behaviors and life-
styles and reduce obesity and related co- 
morbidities; 

(iii) establishing programs to address— 
(I) how environmental and social condi-

tions of work and living choices influence 
physical activity and dietary intake; or 

(II) how those conditions influence the con-
cerns and needs of people who have impaired 
mobility and use assistance devices, includ-
ing wheelchairs and lower limb prostheses; 
and 

(iv) convening intervention programs that 
examine the role of the social environment 
in connection with the physical and chem-
ical environment in— 

(I) determining access to nutritional food; 
and 

(II) improving physical activity to reduce 
morbidity and increase quality of life. 

(f) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to 
carry out this section— 

(1) $25,000,000 for fiscal year 2007; and 
(2) such sums as are necessary for the pe-

riod of fiscal years 2008 through 2011. 
SEC. 6. ADDITIONAL RESEARCH ON THE RELA-

TIONSHIP BETWEEN THE BUILT EN-
VIRONMENT AND THE HEALTH OF 
COMMUNITY RESIDENTS. 

(a) DEFINITION OF ELIGIBLE INSTITUTION.— 
In this section, the term ‘‘eligible institu-
tion’’ means a public or private nonprofit in-
stitution that submits to the Secretary and 
the Administrator an application for a grant 
under the grant program authorized under 
subsection (b)(2) at such time, in such man-
ner, and containing such agreements, assur-
ances, and information as the Secretary and 
Administrator may require. 

(b) RESEARCH GRANT PROGRAM.— 
(1) DEFINITION OF HEALTH.—In this section, 

the term ‘‘health’’ includes— 
(A) levels of physical activity; 
(B) consumption of nutritional foods; 
(C) rates of crime; 
(D) air, water, and soil quality; 
(E) risk of injury; 
(F) accessibility to healthcare services; 

and 
(G) other indicators as determined appro-

priate by the Secretary. 
(2) GRANTS.—The Secretary, in collabora-

tion with the Administrator, shall provide 
grants to eligible institutions to conduct and 
coordinate research on the built environ-
ment and its influence on individual and pop-
ulation-based health. 

(3) RESEARCH.—The Secretary shall support 
research that— 

(A) investigates and defines the causal 
links between all aspects of the built envi-
ronment and the health of residents; 

(B) examines— 
(i) the extent of the impact of the built en-

vironment (including the various character-
istics of the built environment) on the 
health of residents; 

(ii) the variance in the health of residents 
by— 

(I) location (such as inner cities, inner sub-
urbs, and outer suburbs); and 

(II) population subgroup (such as children, 
the elderly, the disadvantaged); or 

(iii) the importance of the built environ-
ment to the total health of residents, which 
is the primary variable of interest from a 
public health perspective; 

(C) is used to develop— 
(i) measures to address health and the con-

nection of health to the built environment; 
and 

(ii) efforts to link the measures to travel 
and health databases; 

(D) distinguishes carefully between per-
sonal attitudes and choices and external in-
fluences on observed behavior to determine 
how much an observed association between 
the built environment and the health of resi-
dents, versus the lifestyle preferences of the 
people that choose to live in the neighbor-
hood, reflects the physical characteristics of 
the neighborhood; and 

(E)(i) identifies or develops effective inter-
vention strategies to promote better health 
among residents with a focus on behavioral 
interventions and enhancements of the built 
environment that promote increased use by 
residents; and 

(ii) in developing the intervention strate-
gies under clause (i), ensures that the inter-
vention strategies will reach out to high-risk 
populations, including low-income urban and 
rural communities. 

(4) PRIORITY.—In providing assistance 
under the grant program authorized under 
paragraph (2), the Secretary and the Admin-
istrator shall give priority to research that 
incorporates— 

(A) interdisciplinary approaches; or 
(B) the expertise of the public health, phys-

ical activity, urban planning, and transpor-
tation research communities in the United 
States and abroad. 

(c) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated such 
sums as are necessary to carry out this sec-
tion. 

SA 3871. Mrs. FEINSTEIN (for her-
self, Mr. DORGAN, Mr. BINGAMAN, and 
Ms. STABENOW) submitted an amend-
ment intended to be proposed by her to 
the bill S. 1955, to amend title I of the 
Employee Retirement Security Act of 
1974 and the Public Health Service Act 
to expand health care access and re-
duce costs through the creation of 
small business health plans and 
through modernization of the health 
insurance marketplace; which was or-
dered to lie on the table; as follows: 

Strike all after the enacting clause and in-
sert the following: 
SECTION 1. SHORT TITLE. 

This Act may be cited as the ‘‘Medicare 
Drug Formulary Protection Act’’. 
SEC. 2. REMOVAL OF COVERED PART D DRUGS 

FROM THE PRESCRIPTION DRUG 
PLAN FORMULARY. 

(a) LIMITATION ON REMOVAL OR CHANGE OF 
COVERED PART D DRUGS FROM THE PRESCRIP-
TION DRUG PLAN FORMULARY.—Section 
1860D–4(b)(3)(E) of the Social Security Act (42 
U.S.C. 1395w–104(b)(3)(E)) is amended to read 
as follows: 

‘‘(E) REMOVING A DRUG FROM FORMULARY OR 
IMPOSING A RESTRICTION OR LIMITATION ON 
COVERAGE.— 

‘‘(i) LIMITATION ON REMOVAL, LIMITATION, OR 
RESTRICTION.— 

‘‘(I) IN GENERAL.—Subject to subclause (II) 
and clause (ii), beginning with 2006, the PDP 
sponsor of a prescription drug plan may not 
remove a covered part D drug from the plan 
formulary or impose a restriction or limita-
tion on the coverage of such a drug (such as 
through the application of a preferred status, 
usage restriction, step therapy, prior author-
ization, or quantity limitation) other than 
at the beginning of each plan year. 

‘‘(II) SPECIAL RULE FOR NEWLY ENROLLED IN-
DIVIDUALS.—Subject to clause (ii), in the case 
of an individual who enrolls in a prescription 
drug plan on or after the date of enactment 
of this subparagraph, the PDP sponsor of 
such plan may not remove a covered part D 
drug from the plan formulary or impose a re-
striction or limitation on the coverage of 
such a drug (such as through the application 

VerDate Mar 15 2010 23:41 Feb 05, 2014 Jkt 081600 PO 00000 Frm 00075 Fmt 4624 Sfmt 0634 E:\2006SENATE\S09MY6.REC S09MY6m
m

ah
er

 o
n 

D
S

K
C

G
S

P
4G

1 
w

ith
 S

O
C

IA
LS

E
C

U
R

IT
Y



CONGRESSIONAL RECORD — SENATES4238 May 9, 2006 
of a preferred status, usage restriction, step 
therapy, prior authorization, or quantity 
limitation) during the period beginning on 
the date of such enrollment and ending on 
December 31 of the immediately succeeding 
plan year. 

‘‘(ii) EXCEPTIONS TO LIMITATION ON RE-
MOVAL.—Clause (i) shall not apply with re-
spect to a covered part D drug that— 

‘‘(I) is a brand name drug for which there 
is a generic drug approved under section 
505(j) of the Food and Drug Cosmetic Act (21 
U.S.C. 355(j)) that is placed on the market 
during the period in which there are limita-
tions on removal or change in the formulary 
under clause (i); 

‘‘(II) is a brand name drug that goes off- 
patent during such period; 

‘‘(III) is a drug for which the Commissioner 
of Food and Drugs issues a clinical warning 
that imposes a restriction or limitation on 
the drug during such period or removes the 
drug from the market; 

‘‘(IV) is a drug that the plan’s pharmacy 
and therapeutic committee determines, 
based on scientific evidence, to be unsafe or 
ineffective during such period; or 

‘‘(V) is a drug for which the Secretary has 
determined an exception to such application 
is appropriate (such as to take into account 
new therapeutic uses and newly covered part 
D drugs). 

‘‘(iii) NOTICE OF REMOVAL UNDER APPLICA-
TION OF EXCEPTION TO LIMITATION.—The PDP 
sponsor of a prescription drug plan shall pro-
vide appropriate notice (such as under sub-
section (a)(3)) of any removal or change 
under clause (ii) to the Secretary, affected 
enrollees, physicians, pharmacies, and phar-
macists.’’. 

(b) NOTICE FOR CHANGE IN FORMULARY AND 
OTHER RESTRICTIONS OR LIMITATIONS ON COV-
ERAGE.— 

(1) IN GENERAL.—Section 1860D–4(a) of such 
Act (42 U.S.C. 1395w–104(a)) is amended by 
adding at the end the following new para-
graph: 

‘‘(5) ANNUAL NOTICE OF CHANGES IN FOR-
MULARY AND OTHER RESTRICTIONS OR LIMITA-
TIONS ON COVERAGE.—Each PDP sponsor of-
fering a prescription drug plan shall furnish 
to each enrollee at the time of each annual 
coordinated election period (referred to in 
section 1860D–1(b)(1)(B)(iii)) for a plan year a 
notice of any changes in the formulary or 
other restrictions or limitations on coverage 
of a covered part D drug under the plan that 
will take effect for the plan year.’’. 

(2) EFFECTIVE DATE.—The amendment 
made by paragraph (1) shall apply to annual, 
coordinated election periods beginning after 
the date of the enactment of this Act. 

SA 3872. Mr. KERRY submitted an 
amendment intended to be proposed by 
him to the bill S. 1955, to amend title 
I of the Employee Retirement Security 
Act of 1974 and the Public Health Serv-
ice Act to expand health care access 
and reduce costs through the creation 
of small business health plans and 
through modernization of the health 
insurance marketplace; which was or-
dered to lie on the table; as follows: 

At the appropriate place insert the fol-
lowing: 
SEC. ll. CREDIT FOR EMPLOYEE HEALTH IN-

SURANCE EXPENSES. 
(a) IN GENERAL.—Subpart D of part IV of 

subchapter A of chapter 1 of the Internal 
Revenue Code of 1986 (relating to business-re-
lated credits) is amended by adding at the 
end the following: 
‘‘SEC. 45N. EMPLOYEE HEALTH INSURANCE EX-

PENSES. 
‘‘(a) GENERAL RULE.—For purposes of sec-

tion 38, in the case of a qualified small em-

ployer, the employee health insurance ex-
penses credit determined under this section 
is an amount equal to the applicable percent-
age of the amount paid by the taxpayer dur-
ing the taxable year for qualified employee 
health insurance expenses. 

‘‘(b) APPLICABLE PERCENTAGE.—For pur-
poses of subsection (a), the applicable per-
centage is— 

‘‘(1) 50 percent in the case of an employer 
with less than 10 qualified employees, 

‘‘(2) 25 percent in the case of an employer 
with more than 9 but less than 25 qualified 
employees, and 

‘‘(3) 20 percent in the case of an employer 
with more than 24 but less than 50 qualified 
employees. 

‘‘(c) PER EMPLOYEE DOLLAR LIMITATION.— 
‘‘(1) IN GENERAL.—The amount of qualified 

employee health insurance expenses taken 
into account under subsection (a) with re-
spect to any qualified employee for any tax-
able year shall not exceed— 

‘‘(A) $4,000 for self-only coverage, and 
‘‘(B) $10,000 for family coverage. 
‘‘(2) PHASEOUT OF PER EMPLOYEE DOLLAR 

LIMITATION.— 
‘‘(A) IN GENERAL.—The amount determined 

under paragraph (1) with respect to any 
qualified employee for any taxable year shall 
be reduced by the amount determined under 
subparagraph (B). 

‘‘(B) AMOUNT OF REDUCTION.—The amount 
determined under this subparagraph shall be 
the amount which bears the same ratio to 
such amount determined under paragraph (1) 
as— 

‘‘(i) the excess of— 
‘‘(I) the qualified employee’s compensation 

from the qualified small employer for such 
taxable year, over 

‘‘(II) $30,000, bears to 
‘‘(ii) $20,000. 

The rules of subparagraphs (B) and (C) of sec-
tion 219(g)(2) shall apply to any reduction 
under this subparagraph. 

‘‘(d) DEFINITIONS AND SPECIAL RULES.—For 
purposes of this section— 

‘‘(1) QUALIFIED SMALL EMPLOYER.— 
‘‘(A) IN GENERAL.—The term ‘qualified 

small employer’ means any small employer 
which— 

‘‘(i) provides eligibility for health insur-
ance coverage (after any waiting period (as 
defined in section 9801(b)(4))) to all qualified 
employees of the employer under similar 
terms, and 

‘‘(ii) pays at least 50 percent of the cost of 
such coverage for each qualified employee. 

‘‘(B) SMALL EMPLOYER.— 
‘‘(i) IN GENERAL.—For purposes of this 

paragraph, the term ‘small employer’ means, 
with respect to any taxable year, any em-
ployer if— 

‘‘(I) the average gross receipts of such em-
ployer for the preceding 3 taxable years does 
not exceed $5,000,000, and 

‘‘(II) such employer employed an average 
of more than 1 but less than 50 employees on 
business days during the preceding taxable 
year. 

‘‘(ii) EMPLOYERS NOT IN EXISTENCE IN PRE-
CEDING YEAR.—For purposes of clause (i)(II)— 

‘‘(I) a preceding taxable year may be taken 
into account only if the employer was in ex-
istence throughout such year, and 

‘‘(II) in the case of an employer which was 
not in existence throughout the preceding 
taxable year, the determination of whether 
such employer is a qualified small employer 
shall be based on the average number of em-
ployees that it is reasonably expected such 
employer will employ on business days in the 
current taxable year. 

‘‘(iii) AGGREGATION RULES.—All persons 
treated as a single employer under sub-
section (a) or (b) of section 52 or subsection 

(m) or (o) of section 414 shall be treated as 
one person for purposes of this subparagraph. 

‘‘(iv) PREDECESSORS.—The Secretary may 
prescribe regulations which provide for ref-
erences in this subparagraph to an employer 
to be treated as including references to pred-
ecessors of such employer. 

‘‘(2) QUALIFIED EMPLOYEE HEALTH INSUR-
ANCE EXPENSES.— 

‘‘(A) IN GENERAL.—The term ‘qualified em-
ployee health insurance expenses’ means any 
amount paid by an employer for health in-
surance coverage to the extent such amount 
is attributable to coverage provided to any 
employee while such employee is a qualified 
employee. 

‘‘(B) EXCEPTION FOR AMOUNTS PAID UNDER 
SALARY REDUCTION ARRANGEMENTS.—No 
amount paid or incurred for health insurance 
coverage pursuant to a salary reduction ar-
rangement shall be taken into account under 
subparagraph (A). 

‘‘(C) HEALTH INSURANCE COVERAGE.—The 
term ‘health insurance coverage’ has the 
meaning given such term by section 
9832(b)(1). 

‘‘(3) QUALIFIED EMPLOYEE.— 
‘‘(A) IN GENERAL.—The term ‘qualified em-

ployee’ means an employee of an employer 
who, with respect to any period, is not pro-
vided health insurance coverage under— 

‘‘(i) a health plan of the employee’s spouse, 
‘‘(ii) title XVIII, XIX, or XXI of the Social 

Security Act, 
‘‘(iii) chapter 17 of title 38, United States 

Code, 
‘‘(iv) chapter 55 of title 10, United States 

Code, 
‘‘(v) chapter 89 of title 5, United States 

Code, or 
‘‘(vi) any other provision of law. 

For purposes of clause (i), the Secretary 
shall prescribe by regulation the manner by 
which an employee’s health insurance cov-
erage under a health plan of the employee’s 
spouse is certified to the employee’s em-
ployer. 

‘‘(B) EMPLOYEE.—The term ‘employee’— 
‘‘(i) means any individual, with respect to 

any calendar year, who is reasonably ex-
pected to receive at least $5,000, but not 
more than $50,000, of compensation from the 
employer during such year, and 

‘‘(ii) includes a leased employee within the 
meaning of section 414(n). 

‘‘(C) COMPENSATION.—The term ‘compensa-
tion’ means amounts described in section 
6051(a)(3). 

‘‘(D) INFLATION ADJUSTMENT.— 
‘‘(i) IN GENERAL.—In the case of a taxable 

year beginning after 2007, the $50,000 amount 
in subparagraph (B)(i) shall be increased by 
an amount equal to— 

‘‘(I) such dollar amount, multiplied by 
‘‘(II) the cost-of-living adjustment deter-

mined under section 1(f)(3) for the calendar 
year in which the taxable year begins, deter-
mined by substituting ‘calendar year 2006’ 
for ‘calendar year 1992’ in subparagraph (B) 
thereof. 

‘‘(ii) ROUNDING.—If any amount as adjusted 
under clause (i) is not a multiple of $1,000, 
such amount shall be rounded to the next 
lowest multiple of $1,000. 

‘‘(e) PORTION OF CREDIT MADE REFUND-
ABLE.— 

‘‘(1) IN GENERAL.—The aggregate credits al-
lowed to a taxpayer under subpart C shall be 
increased by the lesser of— 

‘‘(A) the credit which would be allowed 
under subsection (a) without regard to this 
subsection and the limitation under section 
38(c), or 

‘‘(B) the amount by which the aggregate 
amount of credits allowed by this subpart 
(determined without regard to this sub-
section) would increase if the limitation im-
posed by section 38(c) for any taxable year 
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were increased by the amount of employer 
payroll taxes imposed on the taxpayer dur-
ing the calendar year in which the taxable 
year begins. 
The amount of the credit allowed under this 
subsection shall not be treated as a credit al-
lowed under this subpart and shall reduce 
the amount of the credit otherwise allowable 
under subsection (a) without regard to sec-
tion 38(c). 

‘‘(2) EMPLOYER PAYROLL TAXES.—For pur-
poses of this subsection— 

‘‘(A) IN GENERAL.—The term ‘employer 
payroll taxes’ means the taxes imposed by— 

‘‘(i) subsections (a) and (b) of section 3111, 
and 

‘‘(ii) sections 3211(a) and 3221(a) (deter-
mined at a rate equal to the sum of the rates 
under subsections (a) and (b) of section 3111). 

‘‘(B) SPECIAL RULE.—A rule similar to the 
rule of section 24(d)(2)(C) shall apply for pur-
poses of subparagraph (A). 

‘‘(f) DENIAL OF DOUBLE BENEFIT.—No de-
duction or credit under any other provision 
of this chapter shall be allowed with respect 
to qualified employee health insurance ex-
penses taken into account under subsection 
(a).’’. 

(b) CREDIT TO BE PART OF GENERAL BUSI-
NESS CREDIT.—Section 38(b) of the Internal 
Revenue Code of 1986 (relating to current 
year business credit) is amended by striking 
‘‘and’’ at the end of paragraph (29), by strik-
ing the period at the end of paragraph (30) 
and inserting ‘‘, plus’’, and by adding at the 
end the following: 

‘‘(31) the employee health insurance ex-
penses credit determined under section 
45N.’’. 

(c) CONFORMING AMENDMENT.—Section 
6211(b)(4)(A) of the Internal Revenue Code of 
1986 is amended by striking ‘‘and 34’’ and in-
serting ‘‘34, and 45N(e)’’. 

(d) CLERICAL AMENDMENT.—The table of 
sections for subpart D of part IV of sub-
chapter A of chapter 1 of the Internal Rev-
enue Code of 1986 is amended by adding at 
the end the following: 
‘‘Sec. 45N. Employee health insurance ex-

penses.’’. 
(e) EFFECTIVE DATE.—The amendments 

made by this section shall apply to amounts 
paid or incurred in taxable years beginning 
after December 31, 2006. 

SA 3873. Mr. LEAHY submitted an 
amendment intended to be proposed by 
him to the bill S. 1955, to amend title 
I of the Employee Retirement Security 
Act of 1974 and the Public Health Serv-
ice Act to expand health care access 
and reduce costs through the creation 
of small business health plans and 
through modernization of the health 
insurance marketplace; which was or-
dered to lie on the table; as follows: 

At the appropriate place, insert the fol-
lowing: 
SEC. ll. MEDICAL MALPRACTICE INSURANCE 

ANTITRUST PROVISIONS. 
(a) SHORT TITLE.—This section may be 

cited as the ‘‘Medical Malpractice Insurance 
Antitrust Act of 2005’’. 

(b) PROHIBITION ON ANTI-COMPETITIVE AC-
TIVITIES.—Notwithstanding any other provi-
sion of law, nothing in the Act of March 9, 
1945 (15 U.S.C. 1011 et seq., commonly known 
as the ‘‘McCarran-Ferguson Act’’) shall be 
construed to permit commercial insurers to 
engage in any form of price fixing, bid rig-
ging, or market allocations in connection 
with the conduct of the business of providing 
medical malpractice insurance. 

(c) APPLICATION TO ACTIVITIES OF STATE 
COMMISSIONS OF INSURANCE AND OTHER STATE 
INSURANCE REGULATORY BODIES.—This sec-

tion does not apply to the information gath-
ering and rate setting activities of any State 
commissions of insurance, or any other 
State regulatory body with authority to set 
insurance rates. 

f 

AUTHORITY FOR COMMITTEES TO 
MEET 

SUBCOMMITTEE ON AVIATION 
Mr. ENZI. Mr. President. I ask unani-

mous consent that the Senate Com-
mittee on Commerce Science and 
Transportation’s Subcommittee on 
Aviation be authorized to meet on 
Tuesday, May 9, 2006, at 2:30 p.m. on 
the Department of Transportation’s 
Notice of Proposed Rulemaking. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

COMMITTEE ON HEALTH, EDUCATION, LABOR, 
AND PENSIONS 

Mr. ENZI. Mr. President, I ask unani-
mous consent that the Committee on 
Health, Education, Labor, and Pen-
sions, Subcommittee on Employment 
and Workplace Safety, be authorized to 
hold a hearing during the session of the 
Senate on Tuesday, May 9, 2006 at 10 
a.m. in SD–430. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

COMMITTEE ON THE JUDICIARY 
Mr. ENZI. Mr. President, I ask unani-

mous consent that the Senate Com-
mittee on the Judiciary be authorized 
to meet to conduct a hearing on ‘‘Judi-
cial Nominations’’ on Tuesday, May 9, 
2006, at 2 p.m. in Room 226 of the Dirk-
sen Senate Office Building. The witness 
list will be provided when it becomes 
available. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

COMMITTEE ON THE JUDICIARY 
Mr. ENZI. Mr. President, I ask unani-

mous consent that the Senate Com-
mittee on the Judiciary be authorized 
to meet to conduct a hearing on ‘‘An 
Introduction to the Expiring Provi-
sions of the Voting Rights Act and 
Legal Issues Relating to Reauthoriza-
tion’’ on Tuesday, May 9, 2006, at 9:30 
a.m. in Room 226 of the Dirksen Senate 
Office Building. 

Witness List: 

Panel I: Chandler Davidson, Radoslav 
Tsanoff Professor Emeritus and Re-
search Professor, Rice University, 
Houston, TX; Ted Shaw, Director- 
Counsel and President, NAACP Legal 
Defense and Educational Fund, Inc. 
(LDF), New York City, NY; Richard L. 
Hasen, William H. Hannon Distin-
guished Professor of Law, Loyola Law 
School, Los Angeles, CA; Laughlin 
McDonald, Director of the ACLU Vot-
ing Rights Project, Atlanta, GA; and 
Samuel Issacharoff, Reiss Professor of 
Constitutional Law, New York Univer-
sity School of Law, New York, NY. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

SUBCOMMITTEE ON SURFACE TRANSPORTATION 
AND MERCHANT MARINE 

Mr. ENZI. Mr. President, I ask unani-
mous consent that the Senate Com-

mittee on Commerce, Science, and 
Transportation’s Subcommittee on 
Surface Transportation and Merchant 
Marine be authorized to meet on Tues-
day, May 9, 2006, at 10 a.m. on Cor-
porate Average Fuel Economy (CAFÉ) 
Standards. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

f 

PRIVILEGES OF THE FLOOR 

Mr. DODD. Mr. President, I ask unan-
imous consent that Elizabeth Hoffman, 
a fellow in my office, be granted the 
privileges of the floor for the duration 
of the debate on this legislation. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

Mr. WYDEN. Mr. President, on behalf 
of Senator BAUCUS, I ask unanimous 
consent that the following interns and 
fellows be granted floor privileges dur-
ing consideration of S. 1955: Leona Cut-
ler, David Schwartz, Diedra Henry- 
Spires, Britt Sandler, Tiffany Smith, 
Tom Louthan, and Christal Edwards. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

Mr. HARKIN. Mr. President, I ask 
unanimous consent that Courtney 
Wilcox of my staff be granted floor 
privileges for the duration of today’s 
session. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

f 

APPOINTMENTS 

The PRESIDING OFFICER. The 
Chair, on behalf of the majority leader, 
after consultation with the ranking 
member of the Senate Committee on 
Finance, pursuant to Public Law 106– 
170, announces the appointment of the 
following individual to serve as a mem-
ber of the Ticket to Work and Work In-
centives Advisory Panel: Katie Beckett 
of Iowa. 

The Chair, on behalf of the majority 
leader, in consultation with the Demo-
cratic Leader, pursuant to Public Law 
68–541, as amended by Public Law 102– 
246, appoints John Medveckis, of Penn-
sylvania, as a member of the Library of 
Congress Trust Fund Board for a term 
of 5 years. 

f 

NATIONAL FOSTER CARE MONTH 

Mr. VOINOVICH. Mr. President, I ask 
unanimous consent that the Senate 
now proceed to the consideration of S. 
Res. 471 which was submitted earlier 
today. 

The PRESIDING OFFICER. The 
clerk will report the resolution by 
title. 

The legislative clerk read as follows: 
A resolution (S. Res. 471) recognizing that, 

during National Foster Care Month, the 
leaders of the Federal, State, and local gov-
ernments should provide leadership to im-
prove the care given to children in foster 
care programs. 

There being no objection, the Senate 
proceeded to consider the resolution. 

Mr. VOINOVICH. Mr. President, I ask 
unanimous consent that the resolution 
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be agreed to, the preamble be agreed 
to, and the motion to reconsider be laid 
upon the table. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

The resolution (S. Res. 471) was 
agreed to. 

The preamble was agreed to. 
The resolution, with its preamble, 

reads as follows: 
S. Res. 471 

Whereas more than 500,000 children are in 
foster care programs throughout the United 
States; 

Whereas, while approximately 1⁄4 of all 
children in foster care programs are avail-
able for adoption, only about 50,000 foster 
children are adopted each year; 

Whereas many of the children in foster 
care programs have endured— 

(1) numerous years in the foster care sys-
tem; and 

(2) frequent moves to and from foster 
homes; 

Whereas approximately 50 percent of foster 
care children have been placed in foster care 
programs for longer than 1 year; 

Whereas 25 percent of foster care children 
have been placed in foster care programs for 
at least 3 years; 

Whereas children who spend longer 
amounts of time in foster care programs 
often experience worse outcomes than chil-
dren who are placed for shorter periods of 
time; 

Whereas children who spend time in foster 
care programs are more likely to— 

(1) become teen parents; 
(2) rely on public assistance when they be-

come adults; and 
(3) interact with the criminal justice sys-

tem; 
Whereas Federal, State, and local govern-

ments— 
(1) share a unique relationship with foster 

children; and 
(2) have removed children from their 

homes to better provide for the safety, per-
manency, and well-being of the children; 

Whereas unfortunately, studies indicate 
that Federal, State, and local governments 
have not been entirely successful in caring 
for foster children; 

Whereas Congress recognizes the commit-
ment of Federal, State, and local govern-
ments to ensure the safety and permanency 
of children placed in foster care programs; 
and 

Whereas every child deserves a loving fam-
ily: Now, therefore, be it 

Resolved, That the Senate— 
(1) recognizes— 
(A) May 2006 as ‘‘National Foster Care 

Month’’; and 
(B) that, during National Foster Care 

Month, the leaders of the Federal, State, and 
local governments should rededicate them-
selves to provide better care to the foster 
children of the United States; and 

(2) resolves to provide leadership to help 
identify the role that Federal, State, and 

local governments should play to ensure that 
foster children receive appropriate parenting 
throughout their entire childhood. 

f 

ORDERS FOR WEDNESDAY, MAY 10, 
2006 

Mr. VOINOVICH. Mr. President, I ask 
unanimous consent that when the Sen-
ate completes its business today, it 
stand in adjournment until 9:30 a.m. on 
Wednesday, May 10. I further ask that 
following the prayer and pledge, the 
morning hour be deemed expired, the 
Journal of proceedings be approved to 
dare, the time for the two leaders be 
reserved, and the Senate proceed to a 
period of morning business for up to 60 
minutes, with the first 30 minutes 
under the control of the majority lead-
er or his designee and the final 30 min-
utes under the control of the Demo-
cratic leader or his designee; further, 
that the Senate then begin consider-
ation of S. 1955, the small business 
health plans bill. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

f 

PROGRAM 

Mr. VOINOVICH. Mr. President, 
today cloture was invoked on the mo-
tion to proceed to the small business 
health plans bill by a vote of 96 to 2. 
Tomorrow morning, we will begin con-
sideration of the bill. Chairman ENZI 
will be here and will be available to 
discuss relevant amendments that Sen-
ators may want to offer during tomor-
row’s session. Therefore, rollcall votes 
are possible during Wednesday’s ses-
sion on the small business health 
plans-related amendments. 

f 

ADJOURNMENT UNTIL 9:30 A.M. 
TOMORROW 

Mr. VOINOVICH. Mr. President, if 
there is no further business to come be-
fore the Senate, I ask that the Senate 
stand in adjournment under the pre-
vious order. 

There being no objection, the Senate, 
at 7:31 p.m., adjourned until Wednes-
day, May 10, 2006, at 9:30 a.m. 

f 

NOMINATIONS 

Executive nominations received by 
the Senate May 9, 2006: 

DEPARTMENT OF THE TREASURY 

ERIC SOLOMON, OF NEW JERSEY, TO BE AN ASSISTANT 
SECRETARY OF THE TREASURY, VICE PAMELA F. OLSON, 
RESIGNED. 

NATIONAL COUNCIL ON DISABILITY 

VICTORIA RAY CARLSON, OF IOWA, TO BE A MEMBER 
OF THE NATIONAL COUNCIL ON DISABILITY FOR A TERM 
EXPIRING SEPTEMBER 17, 2007, VICE JOEL KAHN, TERM 
EXPIRED. 

CHAD COLLEY, OF FLORIDA, TO BE A MEMBER OF THE 
NATIONAL COUNCIL ON DISABILITY FOR A TERM EXPIR-
ING SEPTEMBER 17, 2007, VICE DAVID WENZEL, TERM EX-
PIRED. 

LISA MATTHEISS, OF TENNESSEE, TO BE A MEMBER OF 
THE NATIONAL COUNCIL ON DISABILITY FOR A TERM EX-
PIRING SEPTEMBER 17, 2007, VICE CAROL HUGHES NOVAK, 
TERM EXPIRED. 

JOHN R. VAUGHN, OF FLORIDA, TO BE A MEMBER OF 
THE NATIONAL COUNCIL ON DISABILITY FOR A TERM EX-
PIRING SEPTEMBER 17, 2007, VICE LEX FRIEDEN, TERM 
EXPIRED. 

UNITED STATES POSTAL SERVICE 

ELLEN C. WILLIAMS, OF KENTUCKY, TO BE A GOV-
ERNOR OF THE UNITED STATES POSTAL SERVICE FOR 
THE REMAINDER OF THE TERM EXPIRING DECEMBER 8, 
2007, VICE JOHN S. GARDNER. 

IN THE NAVY 

THE FOLLOWING NAMED OFFICER FOR APPOINTMENT 
IN THE UNITED STATES NAVY TO THE GRADE INDICATED 
UNDER TITLE 10, U.S.C., SECTION 624: 

To be rear admiral (lower half) 

CAPT. THOMAS P. MEEK, 0000 

THE FOLLOWING NAMED OFFICER FOR APPOINTMENT 
IN THE UNITED STATES NAVY TO THE GRADE INDICATED 
UNDER TITLE 10, U.S.C., SECTION 624: 

To be read admiral (lower half) 

CAPT. JANICE M. HAMBY, 0000 

THE FOLLOWING NAMED OFFICER FOR APPOINTMENT 
IN THE UNITED STATES NAVY TO THE GRADE INDICATED 
UNDER TITLE 10, U.S.C., SECTION 624: 

To be rear admiral (lower half) 

CAPT. STEVEN R. EASTBURG, 0000 

THE FOLLOWING NAMED OFFICER FOR APPOINTMENT 
IN THE UNITED STATES NAVY TO THE GRADE INDICATED 
UNDER TITLE 10, U.S.C., SECTION 624: 

To be read admiral (lower half) 

CAPT. GREGORY J. SMITH, 0000 

THE FOLLOWING NAMED OFFICERS FOR APPOINTMENT 
IN THE UNITED STATES NAVY TO THE GRADE INDICATED 
UNDER TITLE 10, U.S.C., SECTION 624: 

To be rear admiral (lower half) 

CAPT. JOSEPH F. CAMPBELL, 0000 
CAPT. THOMAS J. ECCLES, 0000 

THE FOLLOWING NAMED OFFICERS FOR APPOINTMENT 
IN THE UNITED STATES NAVY TO THE GRADE INDICATED 
UNDER TITLE 10, U.S.C., SECTION 624: 

To be rear admiral (lower half) 

CAPTAIN TOWNSEND G. ALEXANDER, 0000 
CAPTAIN DAVID H. BUSS, 0000 
CAPTAIN KENDALL L. CARD, 0000 
CAPTAIN JOHN N. CHRISTENSON, 0000 
CAPTAIN MICHAEL J. CONNOR, 0000 
CAPTAIN JOHN ELNITSKY II, 0000 
CAPTAIN KENNETH E. FLOYD, 0000 
CAPTAIN PHILIP H. GREENE, 0000 
CAPTAIN BRUCE E. GROOMS, 0000 
CAPTAIN JAMES C. GRUNEWALD, 0000 
CAPTAIN EDWARD S. HEBNER, 0000 
CAPTAIN MICHELLE J. HOWARD, 0000 
CAPTAIN ARNOLD O. LOTRING, JR, 0000 
CAPTAIN JAMES P. MCMANAMON, 0000 
CAPTAIN JOSEPH P. MULLOY, 0000 
CAPTAIN CHARLES E. SMITH, 0000 
CAPTAIN SCOTT H. SWIFT, 0000 
CAPTAIN DAVID M. THOMAS, 0000 
CAPTAIN KURT W. TIDD, 0000 
CAPTAIN MICHAEL P. TILLOTSON, 0000 
CAPTAIN MARK A. VANCE, 0000 
CAPTAIN GARRY R. WHITE, 0000 
CAPTAIN EDWARD G. WINTERS III, 0000 
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